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LIGATION OF THE GREAT CARDIAC VEIN* 


By MERcIER FAUTEUX AND J. H.. PALMER 


Montreal 


JN 1935 certain experimental studies on dogs 
were undertaken by one of us (M.F.) on the 
assumption that ischemia of the myocardium 
resulting from arteriosclerosis (atheroma) of 
the coronary arteries was not essentially different 
from that caused in the extremities by the same 
disease. This being so, it was hoped that surgi- 
eal procedures which had been shown to be of 
value in treating diseases of the limbs’? might 
also be used for coronary sclerosis. These in- 
vestigations have already been reported.* 

One of the results was to show that after the 
great coronary vein had been ligated circulatory 
re-adjustments occurred in the coronary system 
which allowed the animals to survive subsequent 
ligation of the descending branch of the left 
coronary artery. The nature of these compen- 
satory mechanisms is not thoroughly clear, but 
an important feature seems to be a rise in 
arterial pressure in the vascular field drained by 
the occluded vein. This field is the whole apical 
region, where is found most of the arterio- 
sclerotic disease which can give rise to cardiac 
pain. 

The experimental findings were such as to 
suggest that venous ligation would be of con- 
siderable value in the treatment of advanced 
coronary disease in the human. Consequently, 
on April 19, 1939, the first case, one of severe 
angina of effort, was operated upon at the Royal 
Victoria Hospital. More than two years have 
thus elapsed before the present publication of 
this case report.t During that period the 
patient has been entirely free from pain. 


* From the McGill University Clinic, Royal Victoria 
Hospital, Montreal. 

t This case was demonstrated at Clinical Meetings of 
the Montreal Medico-Chirurgical Society on March 1, 
1940, and March 7, 1941. 


CASE REPORT 


D.L., a French-Canadian male, aged 54, was admitted 
to hospital on March 22, 1939. He had for five years 
experienced pain in the midsternal region, radiating to 
the back, both shoulders, both sides of the mandible, and 
both arms as far as the wrists. Pain occurred only 
during exertion or excitement, forcing him to halt, and 
was never of more than five minutes’ duration, except on 
the one occasion noted below. At first the attacks of 
pain appeared about once a fortnight, but their fre- 
quency and the ease with which they were induced 
increased each.year; at the time of admission he was 
unable to walk slowly for more than a hundred yards on 
the level. An interesting point is that the pain could be 
induced by swallowing cold water. 

Long periods of rest in bed, often of several weeks’ 
duration, at different times during four years failed to 
influence appreciably the frequency of the attacks. In 
February, 1937, an unsuccessful attempt was made in 
another hospital to relieve his pain by paravertebral 
injections of alcohol. 

On March 17, 1939, he had an attack of pain of the 
usual distribution which lasted for about three hours. 
He did not stay in bed, and afterwards noticed no 
difference in the character or frequency of his attacks. 

He was a well-developed, thickset man of good colour 
and nutrition, Examination, apart from the cardio- 
vascular system, was essentially negative. His pulse rate 
and temperature were normal, the blood pressure was 
130/80. X-ray showed no cardiac enlargement; the 
heart sounds were distant, and a soft systolic murmur 
was heard at the pulmonic area. The blood Wasser- 
mann, hemogram, and urine examinations were normal. 

Electrocardiograms taken in May, 1936, and Decem- 
ber, 1937 (see Fig. 1) were available for comparison. 
These demonstrate fairly conclusively that at some time 
between those dates an anterior coronary occlusion had 
oecurred, although no satisfactory clinical history of 
such an event could be obtained. The tracing on ad- 
mission showed a slight prolongation of auriculoventricu- 
lar conduction (0.22 to 0.24 sec.), a diphasic T1, 
isoelectric T2, and negative T4, with widening of the 
QRS complexes, and is characteristic of an old myo- 
cardial infarction. 

In hospital he was kept strictly in bed for four weeks 
and during this time suffered only one attack of anginal 
pain, precipitated by anger. 

Operation.—Quinidine was administered as a preven- 
tive measure against the development of ventricular 
fibrillation during the operation. Three grains were 
given on the afternoon before as a test dose, 6 grains in 
the evening, and 6 grains in the morning, two hours 
before operation. 

A transverse incision was made from the mid-sternal 
line along the second left intercostal space, the fibres of 
the pectoralis major being separated by blunt dissection. 
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Fig. 1.—Electrocardiograms taken before operation: (A) May 2, 1936; (B) December 28, 1937; (C) 


March 30, 1939. 
was confirmed by the finding of an old infarct at 


Through this incision portions of the second and third 
ribs, including their cartilages, 9.5 and 8 em, respectively, 
were excised. The normal left lung and pleura were 
exposed with the tissues of the anterior mediastinum 
immediately under the edge of the sternum, With blunt 
gauze dissection the pleura and left lung were gradually 
pushed laterally so as to give access to the heart. A 
small tear in the pleura was immediately seen and 
caught with forceps and ligated. The pericardium was 
incised vertically, and about one ounce or two of clear 
pericardial fluid aspirated from the sac. After exposure 
of the heart, a small healed infarct was seen on the 
anterior surface. Branches of the left coronary artery 
were palpated and the anterior descending branch found 
to be rigid and sclerotic. The epicardium was caught by 
special long forceps near the origin of the great cardiac 
vein and the heart lifted forward slightly. A fiat 
rubber balloon cushion was then introduced behind the 
heart with the object of pushing it forward and rotating 
it to the right by slow and gentle inflation. As this 
manceuvre induced extrasystoles—the only disturbance of 
rhythm noted during the operation—and caused a pro- 
nounced drop in blood pressure and inability to feel the 
radial pulse, it was abandoned, with immediate restora- 
tion of the pulse and blood pressure. A long gauze 


Note evidence of coronary occlusion having occurred between the first two dates; this 
operation. 


pack was then introduced gently behind the heart to 
support it. Dissection of the epicardium to expose the 
great cardiac vein just below the origin of the coronary 
sinus was a little troublesome on account of fat and 
capillary oozing, but this offered no serious difficulty and 
the vein when exposed was tied with a single ligature of 
No, 2 white pleated silk. The pericardium was left open, 
to prevent any possible pressure from reactionary peri- 
cardial fluid. The pectoral muscle was sutured with 
interrupted catgut and the skin closed without drainage. 

Electrocardiograms were made at frequent intervals 
during the course of the operation (see Fig. 2), and 
these showed remarkably little variation. Under anes- 
thesia the P-R interval became normal, and _ slight 
changes in shape in the Q.R.S. complex were apparent 
before the vein was tied. The occurrence of ventricular 
extrasystoles when the balloon cushion was inflated 
behind the heart has already been mentioned. No change 
in the T-wave could be detected as an immediate effect 
of the ligation, 

Subsequent course.—Immediately after the operation 
the patient was placed in an oxygen tent where he re- 
mained for several days. During the first two post- 
operative days his course was uneventful; there was no 
evidence of shock, and the blood pressure remained 


Fig. 2.—Tracings made at time of operation: (A) after anesthetization but before incision; (B) five 


minutes after ligation of great cardiac vein; (C) two hours after completion of operation. 
ing of QRS in Lead I was present before the actual ligation of the vein. 


The notch- 
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Fig. 3.—Tracings made after operation: (A) two days after; (B) five days after, during paroxysm of 


auricular fibrillation; (C) sixteen days after; (D) six months after. 


Note similarity of (C) and (D) 


and lack of any essential difference between them and pre-operative tracing [Fig. 1(C)]. 


around 100/70. On the third day a rise in temperature, 
pulse, and respiratory rate was noted, and pneumonia 
(type XVIII) of both lower lobes was found. A bout 
of cardiac arrhythmia suggestive of auricular fibrillation 
appeared at this stage, but the pulse was again regular 
when an electrocardiogram was taken (see Fig. 3A). 
The positive T-waves found in tracings 2(C), 3(A), and 
3(B) should not be ascribed entirely, perhaps not even 
in part, to the operation; during this period the patient 
was in an oxygen tent, and this probably affected the 
electrocardiogram considerably. Sulfapyridine quickly 
brought the pneumonia under control. 
auricular fibrillation, the longest one lasting for several 
hours (see Fig. 3(B) ), continued to appear during the 
next week and then ceased. On May 11th the patient 
was allowed up in a wheel chair, and a week later was 
walking. His further stay in hospital was uneventful 
and he was discharged on June 6th. 

Since then he has been seen at frequent intervals. 
He has been entirely free from pain and considers him- 
self a well man. He has resumed his former occupation 
as janitor of a church: although it does not entail any 
heavy work, it is what he was not able to do before his 
operation. As early as February, 1940, he walked a 
distance of five miles without resting. The electro- 
cardiograms at present show no essential difference from 
those made on May 5th, less than three weeks after his 
operation (see Fig. 3). 


COMMENT 


Indications for operation.—The best available 
yardstick wherewith to measure the effectiveness 
of the operation is, despite its admitted subjec- 
tiveness, the elimination of pain. That any 
relief from pain in the case here reported is 
brought about through an improvement in the 
coronary circulation rather than through any 
interruption of the nervous pathways seems 
fairly well assured. The argument cannot then 
be brought forward that the operation has only 
succeeded in removing a necessary danger signal. 


Paroxysms of, 


It is our opinion that for the present at least 
only patients with severe angina pectoris which 
has failed to respond adequately to medical 
treatment should be operated upon. In other 
words, until further experience with venous 
ligation is gained it should be regarded as a 
treatment for angina pectoris of atheromatous 
origin rather than for coronary disease as such. 

Later, the advisability of operating on those 
who have recovered from one or more attacks 
of coronary thrombosis, but are free from angina 
pectoris, will have to be considered. The cri- 
terion of success would then presumably be the 
extent to which further attacks could be pre- 
vented, and the prolongation of life. To deter- 
mine these would require observation of a fairly 
large series over many years and adequate con- 
trol. The problem would be simplified if it 
were possible to foretell in which individual 
eases further attacks might with some degree 
of certainty be expected, but in the present state 
of our knowledge this is impossible. As regards 
duration of life after recovery from a first at- 
tack of coronary thrombosis, Palmer* has shown 
that 73 per cent may expect to be still alive at 
the end of five years and as many as 38 per 
cent at the end of ten years. It is necessary 
to take note of these observations and weigh 
them with the operative risk. 

There is of course no indication that ligation 
of the vein is likely to prevent thrombosis from 
occurring in an atheromatous but still patent 
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coronary artery: here the logical method of at- 
tack would appear to be an alteration of the 
blood coagulability. There is, however, experi- 
mental evidence® that previous ligation will, by 
bringing about changes in the vascular bed, 
prevent the formation, or at least limit the size, 
of an infaret when the coronary artery is later 
tied off, and will under these circumstances pre- 
vent sudden death. This strongly suggests that 
the operation may yet find a place as a useful 
procedure in compensating beforehand for a 
future coronary occlusion. 

Addendum. The result in this case was so 
encouraging that since then five more patients 
with severe angina pectoris have been operated 
upon. As in some eases the post-operative 
period is still short, it is proposed to describe 
them in detail in a later communication. 


We wish to acknowledge with thanks the interest and 
co-operation shown by Professors J. C. Meakins and E. 
W. Archibald, and Dr. F. E. MeKenty, Surgeon-in-Chief 
of the Royal Victoria Hospital. 
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RESUME 


Expérimentalement, la ligature de la grande veine 
coronaire réalise de tels changements dans la circulation 
cardiaque que la ligature subséquente de la branche 
descendante de l’artére coronaire gauche peut s’effectuer 
sans effets désastreux pour 1]’animal en expérimentation. 
Ces travaux ont conduit 4 1’opération chez 1’homme et le 
premier cas fut opéré en avril 1939. Le protocole du 
eas est décrit en détail; le malade n’a plus de signes 
angineux et il a repris ses occupations. Le meilleur 
eritére de l’efficacité de l’opération est la cessation de 
la douleur. Jusqu’a présent l’opération devra se limiter 
aux cas qui n’ont pas répondu au traitement médical. 
Plus tard on pourra envisager 1]’opportunité d’opérer les 
malades qui ont eu quelques accés de thrombose corona- 
rienne sans angine proprement dite; le critére de succés 
dans ces cas sera, évidemment, 1l’amélioration des 
malades. On espére déja opérer les malades préventive- 
ment en vue d’obtenir la compensation circulatoire qui 
retardera ou empéchera 1l’occlusion coronarienne éven- 
tuelle. JEAN SAUCIER 


SURGICAL MANAGEMENT OF GASTRIC AND DUODENAL ULCERS 
By P. H. T. THoruaxson, M.D., F.R.C.S.(C) 


Assistant Professor of Surgery, University of Manitoba, Winnipeg 


AND 
A. W. S. Hay, Magor, R.C.A.M.C. 
Surgeon, Petawawa Military Hospital 


ASTRIC and duodenal ulcer resulting in 

chronic and recurring periods of disability, 
especially in highly strung nervous types, or 
even in fairly stable persons exposed to exces- 
Sive nervous strain, is a problem of increasing 
national importance. Hitherto this problem has 
been of interest mainly to sufferers from the 
disease and to the medical profession; more 
recently it has been forced on the attention of 
the civil and military authorities as well. In a 
group of soldiers recently repatriated to Canada 
approximately 25 per cent were suffering from 
duodenal ulcer. We have been told that over 
1,000 cases have been sent back from England. 
These are probably not all new cases, but such 
a high incidence of ulcer in any group has never 
been previously reported. 

Never in the history of the world has the 
entire military and civil population been in 
active front line warfare as it is today. The 
aeroplane has carried the battle to the indi- 


vidual’s doorstep, and the radio brings it to his 
drawing room. This is having its influence on 
our civilian population. The effect is suggested 
by a recent review made by Dr. J. C. MeMillan, 
radiologist of the Winnipeg General Hospital. 
He has observed a longer ‘‘ulecer season’’ than 
has obtained in previous autumns. In a three- 
month period the X-ray Department of the Gen- 
eral Hospital has made radiographic studies on 
25 eases of gastric uleer and 35 cases of duodenal 
uleer. These figures represent a very marked 
increase in the proportion of gastric ulcer, the 
usual ratio being gastrie 1, duodenal 6. In the 
same series there has been an increase of over 
200 per cent in the incidence of severe hemor- 
rhage from ulcer, as compared with previous 
series studied. Figures such as these have also 
been evident in our own private practice. These 
startling facts shown by the above figures, in- 
dieating an increase in the incidence and severity 
of ulcer, prompted a review of the problem and 
a study of the records of 730 cases of gastric 
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Fig. 1.—Chronic gastric ulcer of 20 years’ duration. Fig. 2.—Chronie jejunal uleer—forceps through afferent 
loop. The suture line joining gastric and jejunal mucosa is distinctly seen. 
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and duodenal ulcer, cases treated over a ten year 
period, 1931-40. 

From the standpoint of the individual, an 
ulcer is of the utmost importance, since the entire 
future course of his life may be affected by it. 
At the outset he must be informed that though 
the relief of symptoms or even the healing of 
an ulcer in the early stages can be assured with 
reasonable confidence the ulcer diathesis will 
remain with him for many years, if not for a 
life-time. In other words this tendency to form 
ulcers imposes restrictions which must be always 
observed, especially at the seasons during which 
he knows from experience his symptoms are 
likely to exhibit exacerbations. We should not 
give him the impression that his ulcer is being 
cured, but rather should he be informed that 
the regimen prescribed is a means of controlling 
symptoms and diminishing the likelihood of 
recurrences and complications. 

This is the first responsibility of the doctor 


toward the patient with a proved ulcer. Unfor- : 


tunately the medical problem is much more com- 
plicated than this. It is now universally agreed 
that an uncomplicated ulcer is primarily a medi- 
cal problem, even though medical care be a life- 
long task both for the patient and his physician. 
However, an ulcer may at any time become a 
surgical problem if medical treatment fails or 
complications arise. 

What are the indications for surgery, and 
what type of operation gives the best promise of 
permanent relief? While the answer to these 
questions cannot be given with any degree of 
finality, accumulating experimental and clinical 
evidence is leading to a clarification and some 
standardization of the views of surgeons on the 
subject. 


ETIOLOGICAL FACTORS 


For almost a century there has been con- 
troversy regarding the relative importance of 
central and local factors in the etiology of ulcer. 
Until recently the view originally suggested by 
Rokitansky in 1841 that some central or nervous 
factor is the basis of all ulcers has had very 
little support from clinicians. The opposing 
view, propounded by Virchow in 1853, that local 
factors are sufficient to explain the pathogenesis 
of ulcer, seemed to dominate our thinking, as 
regards both eausation and treatment. At the 
present time it is generally conceded that acute 
and chronic peptic ulceration is the result of a 
combination of central and local factors acting 


in susceptible individuals. The relative im- 
portance of each group of factors may vary in 
different patients. It is thus seen that these 
views, originally thought to be opposing, are in 
reality complementary. The central and nervous 
factors are many and varied, depending on 
heredity, nervous temperament, habits, especially 
in the use of tobacco and alcohol, and exposure 
to continued nervous strain ete. Some of the 
steps demonstrating the importance of these 
central factors in uleer may be mentioned. 


1. Cushing! and others have recorded a number of 
examples of.the association (presumably in cause and 
effect relationship) between organic lesions of the brain 
and peptic ulcers. A case has been recently reported by 
Thorlakson and Meltzer2 of an intractable gastric ulcer 
with final malignant changes, associated with a benign 
tumour of the brain. 

2. Mogilnitzky and Burdenko? have produced experi- 
mental ulcers by stimulating various areas in the brain. 

3. Hall, Ettinger and Banting+ have produced con- 
gestion and ulcerative lesions of the gastric and duo- 


_denal mucosa by repeated and prolonged intravenous 


injection of acetylcholine. 
4. Severe intra-cranial birth trauma has been fol- 
lowed by the development of peptic ulceration in the 


newborn. 

The local factors of significance may be enu- 
merated as follows: trauma, acid chyme erosion, 
and infection. Mann*® was able to produce 
chronic jejunal ulcers regularly by causing the 
stomach to empty into the jejunum and the 
duodenum to empty farther down in the jeju- 
num. Dragstedt et al.,° were able to repeat 
Claude Bernard’s work and produce destruction 
of tissues in living frogs by immersing their 
extremities in pure gastric juice. The rapidity 
of the erosion varied, not with the concentration 
of pepsin but of the acid in the gastric juice. 
The most important single factor therefore is 
the acid factor. The acidity of the stomach secre- 
tion is normally modified by swallowed saliva 
and food, by the alkaline secretion of the glands 
in the pylorie antrum and by the regurgitation 
of alkaline duodenal contents. This experimental 
evidence which demonstrates that alterations of 
the local factors may produce ulceration is 
further corroborated by the clinical observation 
that uleer symptoms can be controlled and the 
lesion healed by adequate administration of diet 
and alkalies. It has been shown repeatedly too 
that the mobility of the stomach and the rate of 
secretion of acid by the oxyntic cells, are both 
influenced by various nervous mechanisms. 
There, of course, is the link between the nervous 
and local theories of ulcer pathogenesis. 

That the increase in the number and severity 
of ulcer cases which has been recorded should 
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oceur in this time of stress and anxiety is no 
mere coincidence but a striking corroboration of 
the importance of the clinical and experimental 
observations mentioned above, on which are 
based the modern concept of the importance of 
the nervous factor as well as the local factor in 
the causation of peptic ulcers. 


DIAGNOSIS 


It has been our experience repeatedly to obtain 
from uleer patients the history that prior to some 
acute exacerbation of their lesion they have had 
complaints which might be considered premoni- 
tory. Several have told us that possibly a week 
to two weeks before the well known symptoms 
appear they have had an indefinite malaise, with 
loss of ambition, noticeable fatigue and some 
aversion to food. If this observation be correct 
a lesson may be learned which can be included 
in the instruction taught the patient in the care 
of his condition. There would be an early warn- 
ing to return to a strict regimen, to reduce one’s 
activities and earlier seek the help of the physi- 
cian. In this way much sickness, loss of time, 
and expense might be spared the patient. As 
far as we know we have not encountered in the 
writings of others any reference to the possi- 
bility just mentioned nor is it possible to 
establish it on any determined pathological basis. 
It may be deduced, however, that for the forma- 
tion or reactivation of an ulcer a period of time 
is necessary during which the organism is in- 
fluenced not only locally but generally by the 
morbid process, as evidenced by these prelimi- 
nary but non-specific symptoms. Once the 
definite pain of a chronic penetrating ulcer 
occurs or the excruciating pain of an acute 
perforation is experienced, the patient will 
minimize or even forget minor complaints which 
immediately preceded the onset of typical ulcer 
symptoms. 

Gastric or duodenal ulcer may be difficult to 
diagnose. A patient with this type of lesion 
may present a history suggestive of chronic gall- 
bladder disease, heart disease, spastic colon, car- 
cinoma of the stomach, chronic appendicitis, or 
duodenal stasis. Few organic lesions in the 
gastro-intestinal tract are capable of giving rise 
to such a variable history. 

Typically, the history of gastric ulcer is pain- 
food-relief, the pain coming on from one-half to 
one hour after food, in contradistinction to the 
two to four-hour food-relief period character- 
istie of duodenal ulcer. The patient may how- 
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ever complain only of belching of gas, fullness 
after meals, nausea, occasional vomiting, or even 
right upper quadrant pain simulating chronic 
gall-bladder disease. Many years ago a patient 
presented himself at the Out-patient Depart- 
ment of the hospital for examination, with a can 
of baking soda in one pocket and a bottle of 
milk in the other, and he sat there feeding him- 
self from one or the other pocket. His history 
revealed that during a period of seven years he 
had had repeated examinations, including three 
negative barium series. Two abdominal opera- 
tions had been performed. The first an ap- 
pendectomy, the second an upper abdominal 
exploration. The gall bladder had been re- 
moved, presumably, because the history sug- 
gested gall-bladder disease and no other organic 
lesion could be found. Further x-rays at this 
time demonstrated the presence of a gastric 
ulcer which at operation was found to have 
developed on the posterior wall of the pyloric 
antrum and was adherent to the pancreas. 
Modern radiographic technique would undoubt- 
edly have discovered the ulcer at an earlier 
period of the disease. This is not however an 
isolated or unusual ease, and it serves to em- 
phasize the great difficulty sometimes encoun- 
tered of making a diagnosis of gastric ulcer in 
the early stages, when there is only a shallow 
mucosal ulcer not involving the lesser curvature. 

It is essential to have in mind that any case 
diagnosed gastric uleer may in actual fact be 
the early stage of a lesion which is malignant 
from the beginning. The presence of a relative- 
ly long history of stomach symptoms, even three 
or four years, does not necessarily imply that a 
given lesion is benign; neither does the finding 
of free hydrochloric acid in the stomach, since 
a hyperacidity may accompany an early gastric 
carcinoma. Further, it is quite possible for a 
malignant ulcer to show some improvement on 
medical management both clinically and by dimi- 
nution in the size of the crater as shown by the 
x-ray. One of our patients, subsequently proved 
to have malignant disease, showed such a marked 
response to medical treatment that he gained 
thirty pounds in weight in a two-months’ period. 
Dietary measures may cause an improvement in 
the gastritis around a malignant uleer and result 
in an apparent decrease in the size of the crater. 
It is very important that this be kept in mind, 
lest one be lulled into a false sense of security. 
The clinician should go on the assumption that 
there is at least a 10 per cent margin of error 
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in the detection of gastric or duodenal ulcer, and 
he should not accept any evidence other than 
the demonstration of a crater as conclusive proof 
of the presence of a gastric or duodenal ulcer. 
It is true that if one operates on one hundred 
eases of proved ulcer the x-ray diagnosis will 
have been corroborative in 95 to 98 per cent of 
the eases. This does not give a true picture of 
the accuracy with which a radiologist diagnoses 
uleer. The error is to be found in the early 
shallow mucosal ulcer which frequently goes 
undetected even by careful radiographic studies. 

The value of gastroscopy in detecting early 
mucosal lesions in the stomach and in the dif- 
ferentiation between them has been proved and 
is today an accepted procedure in any large 
gastro-intestinal service. Since February, 1933, 
we have performed over 500 gastroscopic ex- 
aminations, which have been chiefly useful in 
demonstrating early shallow or diffuse lesions of 
the stomach mucosa and in checking their re- 
sponse to medical treatment. It is significant 
that in the diagnosis of gastric lesions the radio- 
logists who have been associated with us in the 
inspection of stomach lesions have been the most 
enthusiastic supporters of the view that the 
gastroscope is a useful ‘‘adjunet’’ to radio- 
graphie study of the stomach. 

A patient with a gastrie uleer should not be 
dismissed from treatment until by all these 
methods the ulcer has been proved to be healed, 
and even in this event he should be seen and 
re-examined at monthly intervals for at least six 
months. Any ease of gastric uleer which fails to 
show clear cut improvement clinically, radio- 
graphically and gastroscopically within one 
month to six weeks of beginning medical treat- 
ment should be advised to have an exploration, 
with a view either to excision and microscopic 
study of the ulcer, or, if indicated, gastric 
resection. 

Gastric and duodenal ulcers differ in several 
important respects, namely: 

1. Duodenal ulcer is more apt to give a clear- 
eut history; gastric uleer often mimics other 
lesions in the upper abdomen or thorax. 

2. Radiographic demonstration of duodenal 
ulcer is more likely to be accurate than is the 
ease in early gastric ulcer. 

3. Duodenal ulcer is never malignant ; a gastric 
uleer may be malignant from the beginning, or 
may subsequently undergo neoplastic change. 
That is to say, the early radiographic differenti- 
ation between a simple gastric ulcer and an early 


ulcerated malignant growth may be extremely 
difficult. 

4. Hemorrhage in patients over 50 gives rise 
to twice the mortality in gastric uleer as com- 
pared with duodenal ulcer. 

5. From the surgical standpoint duodenal 
uleer is complicated by the grave post-operative 
problem of a stoma ulcer, whereas stoma ulcer 
rarely if ever develops after the surgical treat- 
ment of gastric ulcer. Where such has been re- 
ported one suspects that a co-existent duodenal 
uleer has gone unrecognized. 


_ SuRGICAL TREATMENT 


It eannot be too strongly emphasized that 
every case of duodenal ulcer and every gastric 
uleer proved innocent is entitled to a thorough 
course of medical treatment. If this is the 
surgeon’s approach to the problem of ulcer it 
implies that the only cases he subjects to surgery 
are difficult and complicated cases, viz., those 
that have failed to respond to medical manage- 
ment or have developed serious surgical compli- 
cations during the course or in the absence of 
such management. This means that on the basis 
of the known facts about ulcer these cases will 
not, except in very carefully selected instances, 
respond to anything short of a radical pro- 
cedure capable of producing a profound change 
in gastric physiology. 


CASE 1 


Mr. A.B., aged 48. Present illness——Typical ulcer 
story of epigastric pain relieved by food for 20 years. 
For past five weeks food failed to relieve and daily 
vomiting with loss of weight occurred. Roentgen ex- 
amination revealed ulcer on lesser curvature causing 30 
per cent retention at 5 hours. Partial gastrectomy per- 
formed for penetrating gastric ulcer. 


CASE 2 

Mr. J.M., aged 63 (No. 17884), January 4, 1940. 
E.C. (1) Recurrent hematemesis and melena—20 years. 
(2) Attacks of abdominal pain—20 years. Present 
illness.—This patient developed typical duodenal ulcer 
syndrome twenty years previously. In 1914 a gastro- 
enterostomy was performed with temporary relief of 
symptoms only. <A partial gastrectomy in February, 
1940, was done because of a stoma ulcer with obstrue- 
tion. Persistence of abdominal pain, aggravated by 
eating, necessitated exploration with discovery of a 
jejunal ulcer. The old anastomosis was resected and a 
new gastro-jejunal connection was made. This case 
shows necessity for high resection in those instances 
where stoma ulcer is demonstrated. 


Gastric ulcer.—The surgical problem of gastric 
uleer apart from the necessity of exeluding 
malignant change is a relatively simple one. In 
view of the extreme rarity of stoma uleer the 
choice of procedure is one of two. In the case 
of the ulcer high on the lesser curvature with 
dense adhesions to the pancreas, liver or pos- 
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terior abdominal wall, a posterior gastro-enter- 
ostomy, with or without local excision, yields 
excellent results. On the other hand, an ulcer 
lower on the lesser curve, on the anterior or 
posterior stomach wall, can be dealt with most 
satisfactorily by a resection which need not be 
as radical as in the case of a duodenal ulcer. 

Duodenal ulcer.—In the case of duodenal 
ulcer, whereas the possibility of malignant 
change does not enter into the picture, the local 
technical difficulties may be considerable because 
of local inflammatory infiltration and scarring. 
The second major problem which has necessi- 
tated a constant search for improvement in our 
methods has been the high incidence of stoma 
uleer. We believe today that the reason for 
reported low incidence of stoma ulcer after 
gastroenterostomy for duodenal ulcer has been, 
first, that this operation has been done very 
frequently in patients many of whom would 
have responded well to medical measures, and, 
secondly, that the follow-up of cases has often 
been inadequate. 

We believe that posterior gastroenterostomy 
is a useful procedure in certain carefully selected 
eases of duodenal ulcer: 

1. For the relief of pyloric obstruction due to 
eicatricial stenosis. Before doing this operation 
on such a ease one should first satisfy one’s self 
by giving the patient a trial of medical treat- 
ment that the obstruction is not due to spasm or 
inflammatory cedema. 

2. In chronic duodenal ulcers which have been 
present for many years, without serious surgical 
complications but with symptoms incompletely 
relieved by medical treatment and associated 
with a relatively low gastric acidity. This ap- 
plies particularly to patients over 45 years of 
age. 

One can best epitomize the trend in the surgi- 
cal management of duodenal ulcer by stating 
that it is toward ultra-conservatism in the selec- 
tion of the patient for operation, and ultra- 
radicalism in the choice of operative procedure 
once the need for surgery has been determined. 

The indications for subtotal gastrectomy in 
duodenal ulcer are reasonably definitely estab- 
lished, and under the following circumstances 
this procedure should be advised: (1) for the 


relief of post-gastroenterostomy stoma ulcers; | 


(2) for duodenal ulcer complicated by severe 
and repeated hemorrhage, especially in patients 
past middle age, gastroenterostomy does not 
appreciably lessen the likelihood of further 


hemorrhage occurring. In patients past middle 
age the mortality from bleeding ulcer increases 
in proportion to the age of the patient. (3) 
Duodenal uleer associated with marked gastritis 
(rare) or gastric ulcer; (4) in chronic ulcer 
with intractable pain, especially in a nervous 
person with high acidity. . 

The patient who gives the greatest difficulty 
to physician and surgeon alike is the one in 
whom we are most particularly interested. This 
is the young nervous man with many responsi- 
bilities and worries, who has marked ulcer symp- 
toms and high acidity. He demands ultra con- 
servative treatment if disaster is to be avoided. 
The utmost in medical management is required, 
including rest in bed, freedom from all responsi- 
bilities, avoidance of alcohol and tobacco, elimi- 
nation of focal sepsis, strict diet and alkalies, 
and the free use of sedatives. Most important of 
all perhaps in such a ease is liberal and frequent 
reassurance by the physician. In this connection 
it is advisable to impress upon the patient the 
fact that duodenal ulcers never become malig- 
nant. An individual of this type is very apt to 
be eaneer-conscious. He is being told repeatedly 
by radio and by press that chronic indigestion 
is sometimes due to cancer. The patient who is 
obliged to nurse his ulcer along for years must 
have his fears allayed, otherwise our cancer 
propaganda may have an aggravating effect on 
his symptoms. 

If such an uleer patient fails to respond satis- 
factorily to a medical regimen and surgery be- 
comes imperative in order to restore him to 
economic and social usefulness nothing short of 
the most radical surgery possible offers any hope 
of success. These are the patients who become 
uleer invalids with frequent operations, recur- 
rent ulcers and finally neoplastic changes in the 
stomach, unless a gastric resection is first done. 
Visualization of this whole tragic series of events 
should be possible at the very beginning in such 
a patient. Suitable surgery, properly planned 
and carried out, will save these patients much 
misery. 

The natural history of ulcer patients sug- 
gests that there are periods when the unknown 
etiological factor may be especially active; 
during this active period medical treatment for 
two to four weeks should precede any surgi- 
eal interference. Rest is ordered, smoking, foci 
of infection, etc., may be eliminated during that 
time. This period of medical management does 


much to reduce the inflammatory edema and in- 
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fection at the site of the ulcer. A patient who 
has been thus managed and brought to a period 
of comparative inactivity of the ulcer, and pre- 
sumably reduced vulnerability of the gastro- 
intestinal mucosa to peptic ulceration, will not 
only make a smoother immediate recovery but 
will have a much better chance of avoiding later 
trouble. 

In summary, we should like to emphasize that 
subtotal gastrectomy as a routine procedure for 
duodenal ulcer is not being advocated. This 
operation should be reserved for selected cases 
with major complications, and for that group 
of cases in which it can be predicted pre-opera- 
tively that the risk of stoma ulcer formation is 
unduly great. There is still a definite place for 
a posterior gastro-enterostomy in the surgical 
management of these lesions. Its limitations 
have been indicated. When it is done in cases 
where its use is contraindicated it exposes the 
patient ultimately to an entirely unjustified 
major hazard. 

The only way in which the incidence of seri- 
ous complications can be reduced in duodenal 
ulcer is by adequate medical treatment; simply 
prescribing a diet and an alkali is not adequate 
treatment, The temperament and the habits of 
the individual are probably more important than 
the ulcer itself; therefore adequate medical and 
surgical treatment should include an effort to 
create a new attitude of mind toward work, 
leisure, and the selection of foods. In other 
words this implies an attempt to minimize as far 
as possible all those factors which might pre- 
dispose to further reactivation of his ulcer. 


STATISTICAL SUMMARY 


The following table presents 730 cases of 
gastric and duodenal ulcer observed during the 
ten-year period ending in 1940. The large pro- 
portion of cases (23 per cent) subjected to 
surgery does not represent the facts accurately. 
This is so because the total figure includes all 
our gastric and duodenal ulcer cases in our 
private practice, the larger percentage of which 
were referred for medical treatment, whereas 
only those cases from our public wards which 
require surgery are included. In other words, 
if a corresponding number of medical cases 
were included in the publie ward cases and also 
with those cases referred directly to us for 
surgery then the percentage of operative cases 
would naturally be much less—the probable 
estimate being 12 to 15 per cent. 
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No Opera- 
operation tion Total 
1. Cases reviewed—730 
Gembshe WHO «oo csc cesde 68 34 102 
Duodenal ulcer (including 
13 stomal ulcers) ...... 491 137 628 
2. Posterior gastroenterostomy 86 
Gastric GG ...ccccccccs 15 
Duodenal ulcer .......... 71 percentage 
Mortality ....cccccceeee 3 3.31 
Requiring further opera- 
tions (all duodenal ulcer) 10 
Incidence of stoma ulcer 
following posterior gas- 
troenterostomy for duo 
Gemal wheer ....cccsces 14.0 
5. Pyloroplasties for duodenal 
ulcer (including Heinicke- 
Mikulicz, Judd, Finney 
and Kocher procedures) 44 
DONO osidsesnavndas 1 2.21 
Requiring further operation 10 22.7 
4. Perforated ulcer ......... 32 
GOGEEEO WIOET 6c ccc cence 8 
Duodenal ulcer .......... 24 
Mortality—operation .... 2 7.11 
+ no operation 
(moribund on admission) 3 
5. Gastric resection ........ 45 
Se 17 
Duodenal ul‘er (including 
11 stomal ulcers) ...... 28 
Mortality from primary 
errr yer ere 1 3.41 
Mortality from secondary 
POI nivecissisceses 1 5.81 


It will be noted that two patients who had 
gastric resection died post-operatively. The first 
of these, a primary resection in a man 58 years 
of age suffering from hypertension and recurring 
gastric hemorrhage developed a severe attack of 
influenza and bilateral bronchial pneumonia at 
a time when his recovery from operation seemed 
assured. Unfortunately about the time he was 
operated on we were entering upon a rather 
severe local epidemic of influenza. The other was 
referred to us because of intractable pain and 
bleeding associated with a stoma ulcer. He had 
a gastric resection performed with anterior anas- 
tomosis and also lateral entero-anastomosis: A 
few months later he developed another large 
stoma ulcer (see Fig. 2). We were forced ulti- 
mately to re-operate on this man and do a higher 
resection, which should have been done in the 
first place. By this time of course, his general 
condition was far from satisfactory, and the 
criticism in the handling of this case, -we think, 
is, that he should have had a more radical gastric 
resection at the first operation, particularly 
when he had demonstrated a marked tendency 
to form stoma ulcers, and, in the second place, 
when another operation was obviously necessary 
it should have been done before he became 
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undernourished as the result of weeks of pain 
and inability to handle food. The operation was 
delayed because we had hoped that strict medi- 
eal regimen and rest would improve not only 
the local condition but also his general resistance. 


DEDUCTIONS 


While it is not possible in this series to pre- 
sent end-results in all the cases studied, because 
this would require 5 to 20 years of follow-up, 
it is possible to make certain deductions and 
observations. First, local pyloroplastic pro- 
cedures, i.e., Heinicke-Mikulicz, Judd excision, 
and Finney pyloroplastic, have, because of the 
high incidence of recurrent ulcerations (22.7 
per cent) been discontinued for some years. We 
still believe that a wide gastroduodenostomy 
(Kocher) is a useful procedure in the treatment 
of marked pyloric obstruction in the patient 
with visceroptosis. This procedure is simple, 
and in the few cases we have followed for a 
period of years the results have been satisfactory. 

Primary gastric resection for either gastric 
or duodenal ulcer in patients that are adequately 
prepared for operation does not present an 
undue hazard. 

Secondary resection, while presenting in- 
creased technical difficulties and greater risk, 
ean be brought to a satisfactory conclusion pro- 
vided the principles of pre-operative manage- 
ment are carefully observed and the details of 
the operative procedure meticulously carried out. 
Cases requiring surgical interference are fre- 
quently very ill from intractable pain, chronic 
perforation, hemorrhage or pyloric obstruction. 
By the pre-operative use of a course of strict 
medical treatment as described previously their 
general condition can be improved greatly, espe- 
cially when to the medical regimen are added 
suitable additional measures to combat complica- 
tions, t.e., gastric lavage, intravenous therapy, 
blood transfusions, ete. Where the diet has been 
restricted for a prolonged period it has been our 
practice to administer intra-muscularly 10 mg. 
of thtamine chloride and 100 mg. of vitamin C 
for one week before operation and to continue 
this for one week after operation. 


OPERATIVE SURGERY 


At the end of the period of intensive pre- 
operative preparation, which will vary from two 
to four weeks, the patient should be ready for 
radical surgery. No attempt will be made here 
to discuss details of operative technique, but it 
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may be well to mention a few details which seem 
to be of fundamental importance. 

The anesthetic of choice is high nupercaine 
spinal anesthesia, using 12 to 14 ec. This is 
supplemented by infiltration with 1 per cent 
novoeaine of the gastro-hepatic omentum high 
on the lesser curvature, and the retro-peritoneal 
tissues around the celiac axis. This has the 
effect of controlling the retching which occurs 
from traction on the stomach. A slow infusion 
of saline and blood during the course of the 
operation minimizes the danger of shock. Two 
points of great technical importance are the 
avoidance of injury to the mid-colie artery and 
the secure closure of the duodenal stump. 
The latter problem is especially difficult in the 
presence of a posterior penetrating duodenal 
uleer. To cope with such a difficulty two alter- 
native methods enable the surgeon to effect a 
secure closure (1) the technique advocated by 
Finsterer,? (2) that advised by Roscoe Graham.’ 
Whether an ante-colic or retro-colic gastro- 
jejunostomy is done depends partly on the level 
at which the stomach is transected and partly 
on the length and thickness of the transverse 
meso-colon. In operations for duodenal ulcer a 
retro-colic anastomosis is to be preferred because 
it does not necessitate a long afferent loop, and 
therefore brings a less vulnerable jejunal mucosa 
in contact with gastric juices. When an ante- 
colic anastomosis is performed an entero-anas- 
tomosis is not necessary. In fact, it probably 
increases the risk of stoma ulcer, as is illustrated 
by the case shown in the coloured photograph. 
A Levine tube passed into the stomach, on the 
ward, pre-operatively and left in situ is some- 
times threaded onward into the efferent loop 
during the course of the operation. This pro- 
vides a means of feeding the patient immediately 
and acts as a safety valve in case some tempo- 
rary post-operative obstruction may develop. 

It should be emphasized again that the surgi- 
cal management of gastric and duodenal ulcer 
is not merely a matter of operative technique. 
The whole background of the individual patient 
must be studied. The loeal disturbance in 
motor and secretory functions should be proper- 
ly evaluated to enable the surgeon to select the 
correct operative procedure calculated to relieve 
that particular patient of his disease. This 


choice must be made not only from the stand- 
point of immediate post-operative risk but also 
to safeguard him from serious late complica- 
The magnitude of the operative pro- 


tions. 
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cedure must be balanced against his physical 
reserve. The observance of safety principles in 
operative technique should not require emphasis. 
Vigilance in attending to post-operative com- 
plications such as gastric retention due to edema 
of the efferent loop, pulmonary actelectasis, and 
dehydration should be the surgeon’s constant 
responsibility. These essential factors form the 
basis of successful surgical treatment of a com- 
plicated or otherwise intractable gastrie or 
duodenal ulcer. 


SUMMARY 


The problem of ulcer is first and foremost a 
matter of earlier diagnosis and more thorough 
medical treatment, which must take into con- 
sideration not only the specific lesion, but also 
all the other factors which may have a bearing 
on its possible subsequent reactivation. 

Second, local pyloroplastie procedures are of 
little, if any, value in the surgical management 
of duodenal ulcer with the rare exception noted 
in this paper. 

Third, whereas gastroenterostomy is still a 
very useful procedure in the management of 
uleer, the indications for its use are strictly 
limited. When performed in those cases where 
its use is indicated the results are. excellent. 
When performed in the absence of those defi- 
nite indications it frequently is followed by a 
stoma uleer necessitating ultimately a much 
more hazardous procedure to produce a satis- 
factory result. 

Fourth, there is no surgical panacea for the 
problem of stoma ulcer. Even gastric resection 
does not confer absolute immunity to further 
trouble. It does, however, give a selected group 
of patients a greater measure of hope for com- 
plete and lasting relief of symptoms, than is 


THE IDEAL AND THE REAL.—It is always relatively 
easy to conceive an ideal scheme of organization which 
shall represent the perfect mechanism for social reform. 
But such conceptions are likely to neglect certain im- 
ponderable human values without which the machinery 
of service cannot run smoothly. In medicine, the prob- 
lem is to find a solution which shall meet the require- 
ments of effective scientific care of all those who require 
it, and retain at the same time that sense of personal 
responsibility, compassion, and judgment without which 
the physician becomes a mere technician. It is this con- 
sideration which has given the impression of exaggerated 
conservatism in many actually progressive physicians.— 


afforded by any other therapeutic measure 
available at present. 


The authors wish to acknowledge the assistance of 
Dr. G. E, Fryer in tabulating the information from 
clinical records. 


REFERENCES 


Peptic ulcer and the interbrain, Surg., 
Gyn. & Obst., 1932, 55: 1. 

2. THORLAKSON, P. H. T. AND MELTZER, SARAH: Intract- 
able gastric ulcer with final malignant change 
associated with a benign tumour of the brain, Ann. 
of Surg., 1941, 113: 521. 

3. BURDENKO, N. AND MOGILNITSKY, B. N.: Zur Patho- 
genese Einiger Formen des runden Magen-Darmge- 
aren Ztschr. F. Neurol. u. Psychiat., 1926, 

4. HALL, G. E., ETTINGER, G. H. AND BANTING, F. G.: 
Experimental production of coronary thrombosis 
ee failure, Canad. M. Ass. J., 1936, 


1. CUSHING, H.: 


5. MANN, ‘'F.. C. AND WILLIAMSON, C. S.: Experimental 
oe of peptic ulcer, Amn. of Surg., 1923, 77: 


6. DRAGSTEDT, L. R. AND VAUGHN, A. M.: Gastric ulcer 
studies, Arch. Surg., 1924, 8: 791. 

7. FINSTERER, H.: The surgical treatment of ulcers of 
the stomach and duodenum, Surg., Gyn. &€ Obst., 
1923, 36: 454. 

8. GRAHAM, R. R.: Technical surgical procedures for 
gastric and duodenal ulcer, Surg., Gyn. & Obst., 
1938, No. 2A, 66: 269. 


RESUME 


La présente étude est basée sur 730 cas observés de 
1931 & 1940. L/’uleére est une diathése qui peut durer 
toute la vie; le malade doit le savoir pour faire de la 
prophylaxie quotidienne. Le probléme est médico-chirur- 
gical, mais il existe des indications opératiores qu’il faut 
connaitre, et aussi un choix 4 faire dans le mode d’opéra- 
tion & pratiquer. Les facteurs étiologiques locaux ne 
sont pas les seuls et 1’on sait que l’uleére accompagne 
souvent certaines tumeurs cérébrales et inversement. “Le 
diagnostic doit s’inspirer de tous les renseignements 
cliniques, radiologiques et gastroscopiques. Le traite- 
ment médical ne devra pas se prolonger indéfiniment 
en l’absence de résultats. Pour l’uleére de 1’estomac 
haut situé, ou logé au niveau de la petite courbure on 
fera la gastro-entérostomie postérieure; les ulcéres bas 
situés ou localisés aux faces antérieure ou postérieure 
seront simplement réséqués. Les indications de la gastro- 
entérostomie et de la gastrectomie partielle pour les 
ulcéres duodénaux sont bien établies. Il faut toujours 
redouter la récidive au niveau de la bouche d’anastomose 
dans les uleéres duodénaux. La thérapeutique doit com- 
porter parfois la psychothérapie et 1’emploi des sédatifs. 
Les divers procédés de pyloroplastie ne sont pas utiles 
dans les uleéres duodénux sauf dans de rares cas, parce 
qu’ils exposent & 1’ulcération de la bouche anastomotique. 
La résection gastrique ne présente pas un risque trés 
sérieux. Les cas & symptomatologie tapageuse doivent 
étre préparés médicalement avant l’opération. La rachi 
est l’anesthésie de choix, JEAN SAUCIER 


Hans Zinsser in ‘‘ As I Remember Him’’, p, 115, Little, 
Brown & Co., Boston, 1940. 





THE ATTRACTION OF RESEARCH.—There is in this pro- 
fession, especially as it concerns itself with infectious 
diseases, a fascination which holds the spirit with feel- 
ings that are not exaggerated by the word ‘‘ passion’’; 
indeed, like the happiest personal passions, it feeds on 
the intimate daily association of long years and grows, 
like love, with an increasing familiarity that never 
becomes complete knowledge.—Hans Zinsser in ‘‘ As I 
Remember Him’’, p. 292, Little, Brown & Co., Boston, 
1940. 
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PRELIMINARY REPORT ON PREVENTION, CONTROL AND TREATMENT OF 
HUMAN CANCER AS A DEFICIENCY DISEASE 


J. R. Davipson, M.D. 
Winnipeg 


N 1939 a report! was made of an attempt to 

inhibit the development of tar-carcinoma in 
mice, and of two cases of human malignancy 
which had been given a simple, appropriate, 
natural, balanced diet, high in vitamin content, 
and treatment somewhat similar to that which 
the mice received. 

The following is a further, brief report on the 
above cases and on some other human malig- 
nancy cases for periods up to several months. 


CASE 1 


I.B.C. (mentioned in above report). Age 11 years. 
' Weight 68 Ibs. at beginning of treatment. | 

Past history.—Nothing of importance. 

Family history—His grandfather, cousin, and uncle, 
each had cancer. 

History of present illness.—In the early part of 1935 
his mother noticed a few enlarged glands in the right 
side of the neck which kept increasing in size and num- 
ber, and did not yield to the various treatments given 
by physicians. 

Early part of 1937.—Biopsy showed lympho-sarcoma 
which on several occasions was verified by outstanding 
pathologists. This boy was given by me, a simple, appro- 
priate, natural, balanced diet—high in vitamin content, 
supplemented with extra vitamins A, B(c), and E. He 
also had a little embryonic tissue orally for a short time. 
After several weeks there was noticed a decrease in the 
number of glands appearing and later a gradual re- 
cession of those externally apparent. At the end of 3 
years they had all disappeared and to-day the boy, age 
15, wt. 93 lbs., (apparently well up to his parentage), 
has no symptoms of the former condition and is in per- 
fect health, active and taking part in all kind of sports 
(see Figs. 1 and 2). : 


CASE 2 


Mrs. S. Age 82 years. Weight 148 lbs. 
pressure 190/106. 

Past history.—Formerly reported as a senile patient 
with well marked cardiovascular degeneration, who had 
been treated for a heart condition. 

Family history.—Brother died of cancer of the 
stomach. 

History of present illness.—In the early part of 1936 
the patient noticed the right nipple to be retracted, and 
a mass, the size of a small jap-orange, extending above 
and to the outer side of the nipple area, which kept 
increasing in size and later in the year (1936) broke 
down, leaving an open, deeply excavated ulceration, 
which was gradually increasing in size. Considering the 
age of this patient and her mental senility, the family 
decided to leave the breast condition alone to avoid extra 
suffering and the restraint that might be experienced 
with treatment, but consented to a special diet and 
hypodermic injections. 

July 26, 1938.—Examination: in the right breast was 
a large mass, the size of a medium-sized grapefruit, with 
a foul discharge from a deep, ulcerating cavity occupy- 
ing the area of the right nipple, with a hard elevated 
and everted edge, which had been in progress 3 years, 
and a mass of‘enlarged glands in the right axilla. This 


Blood 


patient was treated in the same way as the boy except 
that embryonic tissue was given hypodermically. After 
a few months there was noticed clinically a recession in 
the hard nodular tissue which became softer after several 
months’ treatment, especially around the edge of the 
cavity. The cavity began to fill in with granular tissue. 
Photographs taken October, 1938, and July, 1939 (Figs. 
3 and 4), show fairly well the changes taking place. 
There was noted, at the later date, a marked recession 
of the axillary glands. Two months after the last photo- 
graph was taken, this patient’s heart became irregular 
and weak, and she died of hypostatic pneumonia. 

December 2, 1938.—Biopsy report: ‘‘ A small irregular 
piece of tissue. Carcinoma of breast, Grade 2, with 
ulceration and underlying necrosis. S. Meltzer, Assistant 
Pathologist, Winnipeg General Hospital. ’’ 


CASE 3 


Mrs. P. Age 81 years. Weight 128 lbs. 
pressure 180/90. 


Past history.—Always enjoyed good health. No 
serious illnesses. 


Family history.—Negative for cancer. 


History of present illness.—February, 1939, patient 
noticed a dimple in the left breast. The skin was hard 
and firm with a lump beneath. She stated she never had 
any pain or discomfort. 

March 3, 1939.—Examination: a small, pale looking 
woman apparently well nourished, with the physical 
energy becoming reduced; her age might account for this 
or a good part of it. Her left breast showed a dimple 
with surrounding tissue hard and firm and a hard nodular 
mass was felt beneath, the size of a medium-sized crab- 
apple (Fig. 5). No enlarged axillary glands were found. 
She stated that she did not want an operation at her 
age. She allowed a biopsy, from which the tissue was 
reported to be of a fibrous nature. There was no further 
biopsy made. However, I am reporting the clinical pic- 
ture of this case and the course the disease followed. 
She was given an appropiate diet with extra vitamins 
and hypodermic injections of embryonic tissue extract. 
She was a good co-operative patient and faithful in her 
treatment. 

February, 1941.—There was marked retraction of the 
nipple and the hard tissue adjoining the nipple broke 
down, leaving an open ulcerated sore from which there 
was a sero-sanguineous discharge. 

May, 1941.—This sore healed up and the hardened 
tissue surrounding the dimple broke down, leaving a well 
marked line of demarcation between the normal and 
abnormal tissue (Fig. 6). 

June 19, 1941.—The mass became freely movable and 
detached and was lifted out leaving a large, hard and 
firm cavity, apparently lined with degenerated and 
necrosed cells, with a hard nodule remaining just below 
and towards the outer side of the cavity. There has 
been no extension of the disease beyond the breast 
(Figs. 7 and 8). 

June 30, 1941.—This 
some of her relatives an 
of the province. 


August 14, 1941.—A further report—Age 83 years. 
Weight 112 lbs. Blood pressure 140/78. During the 


Blood 


atient left the city to visit 
friends in the western part 


patient’s absen¢e from the city she was unable to con- 
tinue her regular treatment, and on her return to the 
clinic the diseased condition in the breast showed no 
improvement. If any change, the disease was beginning 
to be progressive along the lower edge of the cavity. 
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Figures 1 to 8 
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CASE 4 


Mrs. McD. Age 50 years. Blood 
pressure 114/80. : 

Past history.—Pleurisy and neuritis, otherwise nega- 
tive. 

Family history—Negative for cancer. 

History of present illness——In 1933 noticed a lump 
in right breast. Had various simple types of treatment 
with no effect. The lump kept increasing in size. 

Examination September 29, 1939.—Reveals a fairly 
well nourished woman but she states that she does not 
feel well, and that she lacks energy and easily tires. 
There is a hard mass in the right breast, with an open- 
ing towards the inner side with a polypus protruding, 
and a constant discharge, and quite a number of enlarged 
glands found in the right axilla. This patient was given 
treatment for a few weeks, and had the breast and 
glands removed October, 1939. Biopsy showed car- 
cinoma of the breast. She continued her treatment. In 
this experimental work the idea of giving treatment 
before the operation is to endeavour to raise the 
resistance of the patient so that she may be in a better 
condition to stand the operation, and when the growth 
is removed it shortens the recovery time of the patient 
to normal health. 

March 15, 1941.—No sign of recurrence of the disease, 
weight 157 lbs., and enjoying perfect health. 

August 18, 1941.—Weight 150 lbs. Blood pressure 
116/78. The patient is in good health. There has been 
no recurrence of the disease, and no complaints. She 
states that she does all her own housework and looks 
after a good sized garden. 


Weight 153 Ibs. 





CASE 5 


Mrs. H. Age 50 years. Weight 173 Ibs. 
pressure 156/160. 

Past history.—No serious illnesses. 

Family history.—Negative for cancer. 

History of present illness.—In 1936 she noticed a lump 
in the right breast which kept increasing in size. She 
had it removed December 2, 1938, by operation. Biopsy 
showed cancer. She enjoyed good health until January, 
1941. Then she began to feel generally miserable, her 
physical energy going down. She was quite active in 
social affairs but had to give them up and was unable 
to do her ordinary house work. 

January 16, 1941.—Examination: revealed a fairly 
well nourished woman but seemed lacking energy. X-ray 
of chest for metastases was negative. She was given 
- appropriate diet with extra vitamins and to report 
ater. 

March 19, 1941.—Patient’s general condition much 
improved, weight 175 lbs. She appeared much more 
active and stated she was feeling much better and was 
taking part again in her social affairs and could do all 
her own house work. 

August 30, 1941.—This patient, on leaving for her 
home in an Eastern Province, March, 1941, stated that 
if any unfavourable condition should arise regarding 
her ailment, I would soon be made aware of such. Not 
having heard from her, I am unable to give a further 
report of her condition at this date. 


Blood 


CASE 6 


Mr. S. Age 55 years. Weight 198 Ibs. 
pressure 126/80. 

Past history.—No serious illness. 

Family history.—Brother died from cancer of the lip, 
age 54 years, 1907. | 

History of present illness.—In 1933 a sore appeared 
on the lower lip, close to the left angle of the mouth, 
which would not heal and kept increasing in size. The 
local doctor removed the growth by operation in Novem- 
ber, 1933, and the biopsy report was epithelioma. He 
then received radium treatment, December, 1933. He 
states that he had no further trouble until June, 1940, 
when a new growth appeared a little toward the inner 
side of the old scar. ; 


Blood 





October 15, 1940.—General examination negative and 
health good. There was a growth the size of a bean on 
the lower lip, a half inch internal to the old scar, with 
a hard base and an adherent scab. Patient refused 
operation or any cutting, not even for biopsy. This 
patient is a farmer, necessitating his presence at home. 
He was given a diet supplemented with extra vitamins, 
and has continued to appear periodically for examina- 
tion and observation. 

January 11, 1941.—Weight 200 lbs. The growth is 
one-half its former size with recession of the hardened 
tissue, and he states that he has much more energy. 

April 12, 1941.—Weight 206 lbs. Blood pressure 
124/80. He states that he is enjoying the best of health 
with no complaints. There has been a marked recession 
of the growth since last examinations. 

August 18, 1941.—Weight 199 lbs. Blood pressure 
138/80. This man is strong and robust, full of energy 
and enjoying good health. He states that he is doing 
two men’s work on the farm as it is impossible to get 
help. The growth on the lip has completely disappeared. 
The tissue of the lip appears quite normal. I had to be 
shown where the growth was by a depression in the skin, 
the size of a pin head. 


CASE 7 


Mr. S.S.C. Age 50 years. 
pressure 128/88. 

Past history—Patient was never robust and his 
general health varied. Complained of considerable 
stomach trouble. 

Family history.—Father and mother died of cancer. 

History of present illness.—In 1933 noticed a sore on 
lower lip which kept increasing in size. He had it re- 
moved by operation October 28, 1939. Diagnosis by 
biopsy, epithelioma. In less than five months nodules 
appeared beneath the left jaw and in the surrounding 
tissue. 

May 7, 1940.—General appearance, thin, emaciated 
and showing little energy. The submaxillary gland en- 
larged to the size of a large plum and a number of 
smaller glands in the surrounding tissue. He was given 
the usual treatment for a few weeks and the glands 
were removed by operation May 28, 1940. Biopsy report 
of enlarged gland showed a large epidermoid carcinoma 
with degeneration. Treatment was continued. He has 
made a good recovery. 

June 2, 1941.—No sign of recurrence of the disease 
and he states he is enjoying better health now than he 
has for many years, with no stomach troubles. 

August 20, 1941.—Weight 142 lbs. Blood pressure 
126/84. General health and energy continue to remain 
good—no complaints and no recurrence of the disease. 


Weight 143 lbs. Blood 


CASE 8 


W.RS. Age 50 years. Weight 154 Ibs. 


pressure 120/80. 
Past history—No serious illness but complained of 
stomach trouble periodically. 


Family history.—Mother, brother and sister, each died 
of cancer. 


History of present illness.—In March, 1940, he stated 
that he began to feel his health slipping. His work 
instead of being a pleasure was a burden. He consulted 
several local doctors but his health kept gradually going 
down. Some of the leading medical men in the United 
States and Canada were then consulted, and he states 
that, after fluid was taken from the right side of the 
chest, and a piece of tissue removed from the growth in 
the bronchus of the right lung for biopsy, he was in- 
formed that he had cancer of the right lung, grade 4. 
He was given x-ray treatments and allowed to go home. 


November 26, 1940.—This patient came to my office 
and seemed quite ill and from his history his health was 
progressing rapidly downward. Walking from his hotel 
to my office, just across the street, there was noticed 
marked dyspnea and he had to sit and rest for a few 
minutes before he was able to talk with ease. 


Blood 
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December 2, 1940.—X-rays were taken of the chest 
and hereafter at times when changes in his general con- 
dition warranted such, as this seemed to be the best 
method of observing any changes taking place in the 
diseased lung. X-ray report showed changes in the right 
lower lobe with a definite mass, about the size of a 
large orange, rather close to the hilum. This suggests 
a new growth. 

He was given the usual treatment with little or no 
change in his condition for some weeks. Then he be- 
came quite ill and was confined to his bed with a tem- 
perature ranging from 101 to 102.5° and rales found 
throughout both lungs. I increased the treatment as 
far as I deemed it safe and after six weeks he began 
to show symptoms of improvement. Weight at this time, 
February 21, 1941, was 143 lbs. Since then there has 
been a gradual improvement in his general and physical 
condition. 

March 2, 1941.—Weight 152 lbs. X-ray report: the 
left lung is clear. The right diaphragm is obscured. 
Changes are seen in the right lower central area. These 
changes are dense and suggest a new growth rather than 
a septic process. 

Comparing this film with the one made three months 
ago, this mass remains about the same in size. The 
changes previously seen in the right lower lung field 
towards the periphery have now disappeared. 

June 2, 1941.—Weight 156 lbs. X-ray report: single 
postero-anterior film was made of the chest. Comparing 
this film with that made three months ago, the infiltra- 
tive changes in the lower lobe have disappeared and the 
mass has not increased in size. 

The patient is bright, active, and interested in at- 
tempting to do something to pass the time. He states 
he now can walk 4 to 5 miles without experiencing any 
sign of his former distressed symptom of breathing. 
This statement I believe to be substantiated by the find- 
ings of the x-ray plates taken of the lung December 2, 
1940, March 2 and June 2, 1941. It would seem from 
this, that, in place of the disease progressing, it is re- 
tarded, with recession of the diseased condition in the 
lung taking place, with his health apparently, slowly, 
but gradually improving. 

June 28, 1941.—He was allowed to go to his home in 
an Eastern Province, continue his treatment, and return 
later for further observation. 

August 11, 1941.—Weight 15514 lbs. Blood pressure 
118/78. Apparently this patient’s general health and 
energy seems to be gradually improving. X-ray report: 
single postero-anterior film was made of the chest. Com- 
paring this film with that taken on June 2, 1941, there 
is possibly some very slight improvement in the changes 
seen in the lower portion of the right chest. 

I consider this patient is being rewarded with an im- 
provement in his general health, and with a gradual 
recession of the disease by the exact and persistent 
manner in which he is adhering to his treatment. 


CASE 9 


W.T. Age 45 years. Weight 128 lbs. Blood pressure 
128/82. 

Past history.—No serious illness, 

Family history.—No trace of cancer. 

History of present ilness—In 1930 the patient 
noticed a little spot on the left side of the nose. In 
1936 it broke down leaving an open, ulcerating sore with 
hard nodular tissue developing round the edge of the 
sore. He had a variety of treatments. He consulted a 
doctor who told him he had cancer and ordered x-ray 
treatments. He had x-ray treatment in the fall of 1938 
and the spring of 1939 which relieved the condition for 
a few weeks. Then it returned and kept increasing in 
size. He felt his general health going down. 

January, 1941.—Examination showed a man slightly 
below the average in size, pale appearance as though 
his general health is below par. General examination 
negative, There was a growth on the left side of the 
nose, the size of a medium-sized strawberry, with an 
ulcerating cavity in the centre, with hard nodular tissue 


surrounding the cavity with an opening through into the 
left nostril, the size of a lead pencil. This man is work- 
ing in an industrial business, and it is necessary that he 
continue his work. He was given the usual diet and 
extra vitamins for a few weeks. Then it was arranged 
that he come in once a week for hypodermic injections 
of embryonic tissue extract. 

August 14, 1941.—Weight 127 lbs. Blood pressure 
126/80. General health, good. This patient states that 
he feels more like working now than he has for some 
time past. The hard nodular tissue of the nose has dis- 
appeared, and the opening into the nostril is covered 


by a scab with apparently normal tissue healing in from 
the edge. j 


In this experimental study of human malig- 
nancy, I have endeavoured to obtain as varied 
an assortment of cases as possible regarding 
location of the original focus in the body. This 
variety of cases is of help in formulating some 
kind of a general method of treatment. 

In my general practice I have been adopting 
the following method with my patients. 

1. Cases that have no family history of malig- 
naney: I arrange a simple, appropriate, natural 
diet, high in regulated vitamin content, to be 
taken as the main diet continually, in an effort 
to prevent the development of the disease. 

2. Patients that give a family history of malig- 
nancy (susceptible cases) : these are given a diet 
plus extra vitamins regularly throughout the 
winter months, and periodically in the summer 
months, depending on the family history and 
general condition of the patient, as each ease is 
a study in itself. 

3. Cases where symptoms of the disease are 
already present: these are given a diet plus 
extra vitamins plus embryonic tissue extract in- 
jections for a few weeks with the idea of raising 
the resistanee of the patient. The growth then 
is removed by operation if it can be done safely. 
The treatment is then continued for a time, the 
length of time depending on the extent of the 
disease and the general condition of the patient. 
Further experimental study and experience will 
be the answer to the length of time. 

4, Advanced eases, and those of long standing: 
usually these have had a variety of treatments. 
Most of these are like some other diseases in the 
terminal stage; little can be done for them. 

I present here some observations and conclu- 
sions from my limited experience in attempting 
to treat a few cases of group 4. 

My first objective is to attempt to retard 
further development of the progress of the 
disease; this is long and, at times, discouraging 
to both patient and physician but persistence in 
treatment is often rewarded. Eventually, in 
those that respond there is an improvement in 
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general health and physical condition, with 
alleviation of the distressing symptoms. 

1. In the ease of those patients where the 
symptoms or growth is external: there is of 
course, the opportunity of observing the changes 
that take place, from time to time, in the ab- 
normal tissue. The degeneration of the hard 
nodular mass with a serous to a sero-sanguineous 
fluid discharge, probably from the necrosed ab- 
normal tissue, may in those cases be readily 
observed. 

2. In the ease of those patients suffering from 
the disease internally I have observed that they 
periodically develop symptoms resembling those 
of a toxic nature, which symptoms and attacks 
lessen as their general health improves. 


My thanks are due to Mrs. Jean McTavish and Edith 
Hodgkinson for their clerical assistance, Drs. Wheeler 
and Edminson for the x-ray plates, and William Gould 
for the photographic work, and those who, in different 
ways, have assisted the work. 


REFERENCE 
1. DAVIDSON, J. R.: Canad. M. Ass. J., 1939, 41: 223. 


RESUME 


Un régime alimentaire simple, approprié, naturel, 
bien équilibré et riche en vitamines semble avoir les 
meilleurs effets sur le cancer humain, comme le fait fut 
observé chez les souris atteintes de carcindme dai au 
goudron. Neuf cas sont rapportés qui paraissent prouver 
objectivement et subjectivement 1’efficacité de la cure. 
Chez les malades & ascendance cancéreuse et chez ceux 
qui sont porteurs de lésions d’allure trés maligne on 
ajoute au régime spécial l’apport de vitamines addi- 
tionnelles du commerce. La question de la durée du 
traitement est encore 4 1’étude. Les cas désespérés ont 
bénéficié jusqu’A un certain point de ce mode de traite- 
ment. JEAN SAUCIER 


A RADIOLOGICAL STUDY OF MASTOIDS IN CHILDREN* 


By L. A. GAGNIER, JR., M.D. 


Montreal 


HE study of the development of the mastoid 

bone and of its aspects at the different stages 
of childhood has not been an object of research 
during the first years of the ‘‘radiological era’’. 
However, we find in the literature in 1918 a 
very interesting work written by Stewart, en- 
titled ‘‘Radiographical indications showing the 
anatomic development of the mastoid’’. The 
author relates the story of well developed 
mastoids in children of two years of age. Gerber 
in 1919 corroborated Stewart’s principles. Be- 
sides, Law,’ 7* Lange and Goldstein have given 
us several indications in the course of general 
reviews. Tov-2rds 1922 Ferreri published ‘‘A 
study about the radiological examination of the 
ear development in fetal life’’. In 1923 Evans’? 
showed us ‘‘the value of a radiological examina- 
tion in affections of the mastoid in children 
under five years of age’’. Amédée Granger,® 
gave us something new in the radiological study 
of mastoidal suppuration in children. In France 
those who were specially interested in the 
question were Lemée and Bernard, Gunsett, 
Bétouiliéres’ and Bouton; in Austria, Mayer and 
Fisinger; in America, Martin,?® Crain® and 
Schillinger,® 7% Finally, the most important 
references may be found in the theses of Gaillard 


* Read before the Eastern Canada Mid-winter Ses- 
sion, Canadixn Association of Radiologists, Ottawa, 
January 3 and 4, 1941. 


and Bouton and also in the magnificent thesis 
of Balmés,* of Montpellier. 


ANATOMY 


According to Balmés the following are the 
types of pneumatic cavities which we find in 
children. (1) An antrum with diploic mastoid, 
which is generally seen in the course of the first 
year. It is constituted by a mass of spongy 
tissue surrounded by a layer of compact tissue 
called cortical. (2) An antrum with pneumatic 
mastoid. This is all the more frequent as the 
child is older. It is entirely penetrated with 
ventilated cavities separated from each other by 
thin walls of compact tissue. Such cases permit 
an early radiological diagnosis. (3) A compact 
mastoid, represented by an eburnated bone with 
a very small antrum and appearing as if de- 
prived of all other pneumatic cavity. This type 
is seldom seen in children. (4) A mixed type, 
comprising at the same time compact and pneu- 
matie parts. The mastoid antrum is the only 
pneumatic space present in the new-born. It is 
a large space situated in the upper and anterior 
part of the mastoid process immediately behind 
the tympanic cavity; its roof, the mastoid 
tegmen, is directly continuous with that of the 
tympanic cavity, the tegmen tympani. It is a 
long cavity, larger than in the adult, com- 
municating with the middle ear through the 
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aditus ad antrum. There lies the road to the 
spreading of infection, the mucous membranes 
of the middle ear and of the mastoid being in 
direct connection. 

The younger infant’s roentgenogram will 
reveal as landmarks (1) the auditory canal; (2) 
the cochlea; (3) the semicircular canals; (4) the 
tegmen tympani; (5) the mastoid antrum, and 
(6) the pre-mastoid. 


GENERAL TECHNIQUE 


Every author who has studied the radio- 
graphy of the temporal bone has described a 
particular incidence. However, one must re- 
member the most important—the temporo- 
tympanic incidence, the fronto-tympanic inci- 
dence of Mayer, the occipito-zygomatic incidence 
of Stenvers, the fronto-occipital incidence of 
Worms and Breton. The difficulty in obtaining 
immobility with children and the fact that at 
a young age pneumatization is always markedly 
diminished, have induced us to use in Doctor 
Comtois’s service, in most cases, the lateral 
temporo-tympanie incidence. 

Infants less than two years of age are placed 
and held in a prone position by a nurse. We 
must make sure that the external auditory canal 
is placed right in the centre of the circle and 
that the chin is in good contact with the plate. 
After two years of age we use a 10° angle reflex 
mastoid unit. An exposure of one-tenth of a 
second is made with high milliamperage exposure 
(rotating anode tube). 


THE PROCESS OF PNEUMATIZATION 


This has been particularly well studied for 
the mastoidal apophysis by Witmark, but the 
typical evolution has numerous exceptions. 
Stewart, Gerber and Law‘ consider that the 
mastoid is well developed radiologically only in 
children from two to three years of age, while 
C. L. Martin”® states that after the age of six 
months we find a ‘‘transparent zone’’ below the 
tegmen tympani and behind the external audi- 
tory canal. That zone may assume a cellular 
appearance about the age of nine months, al- 
though the early development does not usually 
take place. 

Evans’? states ‘that the pneumatic structure 
is frequently observed before the first year, and 
Law'* reports having found in a twenty-two 
days old child a radiologically pneumatized 
mastoid. We ourselves have observed in a child 
of 13 months a pneumatized mastoid. Finally, 


all the authors underline the fact of the extreme 
variability of the mastoid complex. 


PLATE INTERPRETATION IN PATHOLOGICAL CASES 


In the presence of a manifest otitis what is 
the extent of the lesions? simple otitis? antritis? 
mastoiditis ? 

At the sight of a general infection we ask is 
there anything related to the ear? With the 
nursling, often enough, an extensive injury may 
only be shown by meningeal troubles as well as 
by digestive troubles such as vomiting, diarrhea 
with high temperature, etc. The diagnosis con- 
sists in comparing both sides, and in bilateral 
injury it seems difficult to make. When one 
side is healthy it is easier to see if the antrum 
or the periantral region is veiled. 

When the pneumatization is advanced enough, 
and when the cells contain pus, an important 
increase of the opacity as well as loss of clear- 
ness of the cellular contours are noted. If the 
bony destruction is far advanced, instead of 
having an increase of the opacity, we may ob- 
serve the presence of a marked transparency 
(abscess). The interpretation is so much the 
easier as the pneumatization is more developed. 

An indirect sign of mastoidal osteitis and of 
mastoidal abscess has been described by Amédée 
Granger.® In the young child the lateral sinus 
groove is not visible. When the sinus groove is 
seen in a patient aged less than two years there 
is presence of destructive osteitis. 

Another indirect sign of mastoidal osteitis 
has been described by Bernard and Lemée. In 
children below one year semicircular canals are 
seen, but they disappear normally after the first 
year. The visibility of the semicircular canals 
after the age of two would mean the bony de- 
struction of the mastoidal apophysis. 


CasE REPORTS 


CasE 1 (Fig. 1) 


Infant aged 8 months. Right discharge with 100° 
temperature, no trabeculations are visualized. Haze 
of antrum, semicircular canals and pre-mastoid. Right 
mastoiditis found at operation. 


CasE 2 (Fig. 2) 


Infant aged 9 months; 103° temperature. 
right antrum and ‘‘pre-mastoid’’ area. 
pneumatization. 
wave diathermy. 


Haze on 
No sign of 
Right mastoiditis, treated by short 


CasE 3 (Fig. 3) 


Infant aged 13 months. 


Early pneumatization on 
left side. 


No trabeculations are visualized on right 


side. Lemée and Bernard sign. Right mastoiditis with 
destruction proved at operation. 
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Case 4 (Fig. 4) 

Infant aged 7 months. Right discharge since one 
week after one paracentesis; 99° temperature. No sign 
of pneumatization. Sinus grooves are not visible. 
Transparent zone below the tegmen tympani and 
behind the external auditory canal. No radiological 
sign of bony lesion. 

Case 5 (Fig. 5) 

A child of 5 years of age. Diploic mastoid type. 
Haze on left side, but trabeculations are traceable. 
Simple acute left mastoiditis. Infection resolved 
after roentgen therapy. 

CasE 6 (Fig. 6) 

A child of 2 years of age. Early pneumatization. 
No sign of mastoiditis, 

CASE 7 (Fig. 7) 


A child 8 years old. Large pneumatic mastoids ex- 
tend well into the zygoma. 


CONCLUSIONS 


The radiological study of the child’s mastoid 
comprises two periods: the first, which extends 
from birth until the age of five and presents a 
certain difficulty in interpretation, is specially 
limited to the antral and periantral region; the 
other, from the age of five, in which the radio- 
logical methods of investigation are in no way 
different from those of the adult patient. Under 
the age of five, the difficulty of interpretation is 
as much greater as the pneumatization is less 
advanced. There are more possibilities of find- 
ing a pneumatized mastoid if the child is older, 
but we must remind ourselves, according to some 


authors, for instance, Evans, Martin, Stewart 
and Law, that pneumatization is more precocious 
than we usually think. The signs demonstrated 
by Granger, Lemée and Bernard seem to be un- 
frequent and of difficult interpretation. 

As we may see, the radiological examination 
of a child’s mastoid, even below the age-of five, 
is very important. We are then in a position 
to make, very often, early diagnosis of that 
dreadful mastoiditis of early childhood otherwise 
than on operative or necroscopic grounds. 
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GRANULOMATOUS LYMPHADENITIS CAUSED BY FILARIA* 
By Miriam A. Brick, M.D. anp W. L. DonouveE, M.D. 


Toronto 


UMAN infestation with the nematode worm 
filaria, although widely distributed in tropi- 
cal and subtropical parts of the world, is 
uncommon in the temperate zone and extreme- 


ly rare in Canada. The occasional case. 


encountered in Canada is invariably the result 
of the individual having been infected while 
living in some other part of the world. 

There are several different types of filaria and 
related nematodes which may infect man. Of 
these Filaria bancrofti or Wiicheria bancroftt 
is the most common. On this continent the 
disease is indigenous in the West Indies and in 
the south eastern portion of the United States. 


* From the Wards and the Laboratories of the Hos- 
pital for Sick Children, Toronto and the Department of 
Pathology of the University of Toronto. 


It occurs as far north as Charleston, South 
Carolina. The parasite is found in the human 
host in two forms, the adult filaria or parent 
form and the microfilaria or embryonic form. 


The adult is a long, transparent, hair-like 


nematode 5 to 8 em. in length. Male and 
female worms live together, often inextricably 
coiled about each other and tightly packed 
together in ecyst-like dilatations of the lym- 
phaties. The female worm is about. twice the 
size of the male and somewhat broader. The 
fully mature and fecundated female filaria 
gives birth during her life to an unending 
stream of living embryos or microfilarie. 
These invade the lymphatics and eventually 
appear in large numbers in the blood stream. 
The microfilaria is less than 0.3 mm. in length 





316 


and approximately the diameter of a red blood 
cell. When seen in the moist preparations of 
blood or other body fluids it is actively motile. 

An unusual and characteristic feature of the 
disease, filariasis, is a pronounced evening rise 
in temperature. Coincident with this there is 
a swarming into the blood stream of the micro- 
filarie. At this time several hundred micro- 
filarie° may be seen in a single drop of blood. 
If the blood is examined during the day micro- 
filarie are rarely seen. The insect vector and 
intermediary host responsible for the trans- 
mission of this disease is the mosquito. Ac- 
cording to Manson-Bahr' various species of 
Culex, Aédes, and Anopheles, about twenty-two 
species in all, have been incriminated. 

In most eases of filarial infection the parasite 
exercises no manifest injurious effect on the 
host. Apparently some sort of balance is struck 
between the host and the parasite. In some 
communities more than 25 per cent of the 
population may be infected. In a certain pro- 
portion of instances, however, the parasite does 
have a prejudicial effect on the host, namely, 
by causing fibrosis and obstruction of the 
lymphaties. This apparently is occasioned by 
the adult filarie; the microfilarie plays no 
significant part in bringing about these changes. 
These alterations of the lymphatics may lead 
to the classical picture of elephantiasis of the 
extremities and appendages. 

A diagnosis of this disease is usually made 
by finding the microfilaria in the blood. The 
various methods employed in diagnosis depend 
upon means of separating out and concentrat- 
ing the microfilariz, particularly when they are 
present in small numbers. Skin tests may also 
be employed. 

The case to be reported is of interest because 
of the rarity of the disease in Canada. 


C.C., a four year old girl of Canadian parentage was 
first seen in June, 1938. She was born in China and 
lived there until she came to Canada six months pre- 
viously. Because of tuberculous contact the child was 
brought to one of us (M.A.B.) for a routine check-up. 
There was a past history of frequent colds and a 
cervical adenitis at three years of age. While in China 
there was a round-worm infestation for which the child 
received a regular course of santonin therapy, and on 
one occasion one worm was passed. A tuberculin test 
done at three and a half years of age was negative. 

Although at the time the child was first seen there 
were no specific complaints, on careful questioning the 
parents stated that for the previous few months the 
child had been somewhat listless and tired more easily 
than usual. Physical examination revealed a well de- 
veloped and well nourished girl with a subsiding pharyn- 
gitis and palpable cervical lymph glands. There was 
also a mass of non-tender, fairly discrete glands in the 
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right axilla, These varied in size from 1 to 2.5 cm. in 
diameter. They were moderately firm and freely mov- 
able. There was no history of infection or injury to 
the right hand or arm. A tuberculin test done at this 
time was again negative. There was no other positive 
physical finding. At this time the blood showed hemo- 
globin, 90 per cent, and a white blood count of 32,000. 
A differential blood count was not done at this time. 
The urine was negative. 

The child was again seen three weeks later at which 
time the glands in the axilla were unchanged. The blood 
on this occasion showed hemoglobin, 80 per cent, a red 
blood cell count of 5,200,000, and a white blood count of 
26,000. A differential count showed 19 per cent poly- 
morphonuclears, 22 per cent lymphocytes, 58 per cent 
eosinophils, and 1 per cent basophils. No abnormal 
forms were seen. 

Approximately two months after the child first came 
under observation the glands in the right axilla were 
definitely larger and were extending under the pectoral 
muscle. The tip of the spleen was just palpable. The 
child seemed to be tiring more easily. X-ray of the 
chest demonstrated that the upper mediastinal shadow 
was wider than normal. Resection of the glands of the 
right axilla was done at this time by Dr. A. W. Farmer. 

Subsequent to the operation the clinical course of the 
child was uneventful with the exception that one month 
after the operation she developed purpura of the dorsum 
of the feet which disappeared in three weeks. Two re- 
maining glands in the right axilla enlarged to ap- 
proximately 3 em. in diameter. They reached their 
maximum size six weeks after the operation and then 
regressed. During the period from June to November, 
1938, the child frequently showed an evening rise in 
temperature of 100 to 101° F,. Throughout the course 
of the disease the blood picture was remarkable chiefly 
because of the marked eosinophilia, which reached as 
high as 58 per cent. The total white blood count and 
the eosinophilia gradually decreased, and seven months 
after the child was first seen they were 9,000 and 8.0 
per cent respectively. When the child was last seen in 
June, 1939, one year after the discovery of the enlarged 
axillary lymph glands, she was gaining in weight and 
apparently doing well. The white blood count was 9,000 
with an eosinophilia of 2 per cent. During the period 
of observation all investigations for the usual parasites 
were negative. 

Pathology.—The glands removed consisted of about 
ten lymph glands ranging in size from about 0.5 to 2.5 
em. in greatest diameter. Portions of the glands were 
cultured and injected into guinea-pigs. Both procedures 
yielded negative results. The glands were discrete but 
the tissue about them was somewhat indurated. The 
cut surface of the gland bulged slightly, was pale pinkish 
white, and flecked with tiny, pin-point, yellowish areas. 
There were no areas of necrosis, caseation, or calcifica- 
tion. Microscopically all glands studied showed marked 
hyperplasia. The lymph follicles and germinal centres 
were increased in size and number (Fig. 1). A most 
unusual feature was a tremendous infiltration with 
eosinophils, In places these were arranged in such dense 
masses that they appeared as small abscesses composed 
entirely of eosinophils. The capsules of the glands and 
the intervening connective tissue were heavily infiltrated 
with eosinophils and plasma cells, In addition, sparsely 
scattered throughout the lymphoid tissue, were numerous 
small granulomatous lesions composed of a tiny central 
area of eosinophilic necrosis surrounded by a few 
epithelioid mononuclear cells and an occasional multi- 
nucleated giant cell (Fig. 2). The above picture was 
completely baffling, and many sections were cut and 
various stains employed in an attempt to make a diag- 
nosis. Fortunately, after a prolonged search of many 
sections, two were found which showed parasites in 
cross section (Fig. 3). Although the morphology of 
the parasites was strongly suggestive of adult female 
filarie, positive identification was difficult. Search was 


then made for microfilarie and several were found in a 
few of the small granulomatous lesions mentioned above. 
Although only a loop or two of the microfilaria could be 
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Fig. 1—Axillary lymph gland. The hyperplasia in the gland is shown by the large prominent germinal 


centres. 
Giemsa. 


Hematoxylin and eosin. 
Fig. 3.—Axillary lymph gland. 


tures within the parasites are the uteri filled with embryos or microfilarie. 
A miecrofilaria in one of the granulomata. 


Fig. 4.—Axillary lymph gland. 


ism in comparison with the cell nuclei. Giemsa. 


seen in the tissue sections, the grouping and the size of 
the somatic nuclei of the parasite made identification 
reasonably sure (Fig. 4). The granulomatous lesions 
apparently represented the pathways or ‘‘wakes’’ of 
the migrating microfilarie. 


According to Hadwen and Fallis,? infestation 
with nematodes closely related to filaria ban- 
crofti is very common in the fauna of Canada. 
They have been found in ptarmigan north of 
the Arctic circle. Elliot? in 1902 found both 
filarie and microfilariz in the crows of southern 
Ontario. These parasites are spread by various 
insect vectors. The mosquito is probably the 
most important of these. In view of the 


prevalence of these infestations in wild animals 
and birds it is rather unusual that an oceasional 





Fig. 2.—Axillary lymph gland. 
Two adult encapsulated female parasites. 


One of the small miliary granulomata. 
The paired struc- 
Hematoxylin and eosin. 
Note the size of the organ- 


human infection is not reported, as man is by 
no means immune to many diseases which have 
their normal reservoir in the lower animals. 

The uneventful recovery of this child was 
not unusual. It is apparently the rule in in- 
dividuals with mild infections who have left 
regions in which the disease is endemic. 
Chronic filariasis with development of lympha- 
tie obstruction and elephantiasis is considered 
to be the result of repeated or continued 
infection. 
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THE NEW IMMUNIZATION PROGRAM IN THE R.C.A.F. 


By A. H. Setiers, Flight Lieutenant, R.C.A.F., Medical Branch 


N June 23, 1941, the Air Council approved a 

program which involves the Schick and Dick 
testing and subsequent immunization of all Air 
Foree personnel throughout Canada and New- 
foundland. Three days later the complete plan 
went into effect. This comprehensive preventive 
program is a significant progressive step, caleu- 
lated to reduce the risk of diphtheria to in- 
significance and to apply the most effective 
available measure in the control of scarlet fever. 

The major responsibility of a Medical Officer 
in the R.C.A.F. is maintenance of the health of 
personnel at a high level and reduction of dis- 
ease to a minimum. The very nature of the 
British Commonwealth Air Training Plan with 
its long period of intensive training makes the 
preservation of physical fitness among trainees 
imperative. The Directorate of Medical Services 
(Air) recognized early the need for applying 
all measures for the effective control of com- 
municable disease which would reduce non- 
effectiveness due to sickness and expedite train- 
ing. This principle has guided the evolution of 
the present communicable disease control pro- 
eram. 

The British Commonwealth Air Training Plan 
involves many movements of personnel during 
the several stages of training. The constant, 
widespread movement of drafts adds to the 
problem of local control in diphtheria and 
searlet fever, the risk of spreading infection by 
carriers from Station to Station and to the 
civilian population. A trainee pilot, for ex- 
ample, proceeds from an ‘‘M’’ Depot to Initial 
Training School and thence to an Elementary 
Flying Training School and Service Flying 


Training School before graduation and posting - 


overseas. Such movements may traverse several 
provinees, and, as a result, the problems of 
communicable disease control are more difficult 
than in civil life or in the Army where there is 
a basie unit stability. 

The training of Air Force personnel is a 
pressing and expensive matter. In the ordinary 
course of events, for example, six to seven 
months are required to complete aircrew train- 
ing. The Medical Branch is vitally concerned, 
therefore, with avoiding loss of training time. 
This it seeks to achieve by keeping non-effective- 


ness due to ordinary sickness at a minimum, by 
limiting the spread of disease, and by reducing 
the need for interference with movement of per- 
sonnel from school to school or overseas by the 
application of quarantine measures. 


THE NEED FOR SPECIFIC CONTROL MEASURES 


The health of personnel of the British Com- 
monwealth Air Training Plan has continued to 
be maintained at a high level but outbreaks of 
diphtheria and searlet fever during the winter 
and spring of 1940-41 caused sufficient sickness 
and loss of time to justify the introduction of 
procedures promising an effective measure of 
future control. 

The need for immunization against diphtheria 
and searlet fever was early made clear by evi- 
dence of a higher group susceptibility in the 
Service than had been previously suspected. 
This evidence was provided principally by the 
results of Schick and Dick tests done on large 
groups of trainees during outbreaks of diph- 
theria and scarlet fever in the Service in the 
past winter. The findings have been of value 
not only to the Service but to the civil authori- 
ties at large. The figures for four series of tests 
are given in Table I. 

These and other statistics have shown that 
more than 50 per cent of personnel are sus- 





TABLE I. 


FINDINGS IN SCHICK AND Dick TESTING 
R.C.A.F. PERSONNEL 


| 
Schick Reading 


School A School B 


Number | Percentage | Number | Percentage 


Negative..... 598 26.6 1,011 18.8 
(2nd day)| 922 41.1 2,766 51.4 
Positive* 

(6th day) 247 11.0 240 4.5 | 
Sensitive..... 479 21.3 1,360 25.3 | 
Total. ...| 2,246 100.0 5,377 100.0 

School C School D 


Dick Reading 
Number | Percentage | Number | Percentige 


Negative..... 


2,987 70.9 546 85.3 
Positive...... 1,228 29.1 94 14.7 
Total....| 4,215 100.0 640 100.0 


*All negatives re-read on 6th day. 
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ceptible to diphtheria on entering the Service. 
Figures for searlet fever vary widely but exceed 
25 per cent on the average. 

The risk of diphtheria in the Service is there- 
fore great. Moreover, graduates of the British 
Commonwealth Air Training Plan proceeding 
overseas will be exposed to an environment in 
which diphtheria is much more prevalent than 
in Canada. The immunization of personnel 
during the training period is the appropriate 
step. By this procedure, at small cost, almost 
complete elimination of diphtheria can be ex- 
pected. 

It is recalled that during the five years before 
diphtheria toxoid came into general use, there 
were over 1,600 deaths from diphtheria annually 
in Canada, one-tenth of which were among per- 
sons 15 years of age and over. During the same 
period an average of over 11,000 eases of diph- 
theria were reported each year, almost one-fifth 
of which were in persons 15 years of age and 
over. 

Diphtheria has ceased to become a significant 
problem in communities in which one-third or 
more of the suseeptibles have been immunized. 
Carefully controlled studies have shown that a 
reduction in diphtheria incidence of 90 per cent 
or over can be achieved by the administration 
of diphtheria toxoid.*»* The experience of 
larger cities, such as Hamilton and Toronto have 
shown also that control of eases by immunization 
of susceptibles controls the spread of infection. 
The evidence for this statement lies not only in 
the reduction of cases and deaths from the dis- 
ease but in the decline to the number of positive 
throat swabs despite an increasingly careful 
search. 

In searlet fever the ground is not so certain, 
but immunization is the best known weapon of 
control available and there is considerable evi- 
dence that a substantial reduction in incidence 
can be effected by such immunization.* > Searlet 
fever, while not in itself a severe disease in 
Canada, is particularly serious by reason of the 
high incidence of complications and the pro- 
longed periods of isolation and convalescence 
required. 


THE PROGRAM—RECORDING 


The new R.C.A.F. program calls for the Schick 
and Dick testing of all personnel either in or 
entering the Service. The Schick test is read 
at 24 or 48 hours, and, if negative it is read 
again at 5 or 7 days. All Schick positives (first 


IMMUNIZATION IN THE R.C.A.F. 





319 


or second reading) are given two 1 ¢.ec. doses of 
alum precipitated diphtheria toxoid subecutane- 
ously at a four week interval. Schick sensitives 
are not given any toxoid. 

The Dick test is read at 22 or 24 hours and all 
Dick positives are given a series of five 1 c.c. 
injections of searlet fever toxin subeutaneously 
at weekly intervals in graded doses. 

To implement this program on larger stations, 
especially those of initial entry (‘‘M’’ Depot) 
where several hundred tests and inoculations 
have to be done daily, special clinies with trained 
personnel have been set up. On smaller stations 
the volume of tests and inoculations is small 
enough that the station Medical Officer can 
handle them effectively. 

Records of all tests and inoculations are made 
on a special card designed for the purpose. This 
eard is reproduced in Fig, 1. 


R.C.A.F. IMMUNIZATION REcoRD CARD 












































Name Number | 
Vacoueantan | Date | No /|Primary| Early |Vaccinoid | 

| Take | Take (Reaction! Reaction | 
Dick TEstT Date POSITIVE | NEGATIVE | 
S. F. Toxin | Date | Date | Date Date Date 

: 
Scuick Tesr|_Date | Posrrive | Neg.| Neg. | SENSITIVE 
1 2 
DIPHTHERIA Date | Date 
Toxorp 

| 
T.A.B.T. Date | Date | Date 
Remarks: | 

Fig. 1 


This ecard is retained by the unit until the 
individual concerned is posted elsewhere and, if 
immunization is not complete at time of posting, 
the ecard is passed to the next station or unit 
where the record is carried to completion. A 
permanent record of all tests and inoculations 
is made on the Medical History Sheet of each 
individual and when immunization is complete, 
the ecards, having served their purpose, are 
transmitted to Air Foree Headquarters to be 
used for statistical purposes. 


COMMENTS 
It is recognized that diphtheria and scarlet 
fever are not the only diseases, outbreaks of 
which may disturb the training program or in- 
erease non-effectiveness, disability and death due 





320 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Oct. 1941 








to sickness. These two diseases, however, are 
ones against which individual protection may 
be achieved by available specific immunization 
procedures and both diseases are much more 
easily controlled by such immunization than by 
dealing with cases as they arise. Consequently, 
specific immunization of all Service personnel 
offers a specially important and desirable con- 
trol measure. 

It is not expected that specific immunization 
will eliminate diphtheria and searlet fever from 


the Service. Scientific experience and expert 
opinion agree, however, that such a measure is 
the most effective known weapon of control. The 
introduction of the new R.C.A.F. immunization 
program is regarded as an important contribu- 
tion to the Service. 
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PROGNOSIS IN BILATERAL RENAL TUBERCULOSIS* 


By WiuuiAM F. Braascu, M.D., Section on Urology, Mayo Clinic, anp 


Epmunp B. Sutton, M.D., Fellow in Urology, Mayo Foundation, 


Rochester, Minn. 


ECENT statistics show that the incidence of 

tuberculosis in man is much less now than 
formerly. According to data published by the 
National Tuberculosis Association, clinical evi- 
dence of pulmonary tuberculosis is noted much 
less frequently than in former years. Henderson 
states that tuberculosis in the bones and joints 
has decreased to such an extent that some medi- 
eal schools find it difficult to obtain a sufficient 
number of patients with such lesions for pur- 
poses of instruction. Most urologists agree that 
the incidence of renal tuberculosis has decreased 
definitely in the past two decades. There also 
has been a change in the clinical data which 
accompany the disease. The degree of involve- 
ment of the kidney and the bladder is less than 
in former years and the clinical evidence of its 
existence is often more obscure. This apparent- 
ly is the result of reduction in etiological factors 
and of an increased resistance to tuberculous 
infection. 

It would seem, on the contrary, that bilateral 
renal tuberculosis is reported more frequently 
in recent years than formerly. This is true 
particularly in reports from institutions for the 
treatment of pulmonary tuberculosis and from 
clinics where careful examinations of the uri- 
nary tract for evidence of tuberculosis are made. 
During the years 1910 to 1934 inclusive approxi- 
mately 2,200 cases were observed at the Mayo 
Clinie in which a diagnosis was made of renal 


* Read before the Seventy-second Annual Meeting of 
the Canadian Medical Association, Winnipeg, June 25, 
1941. 


tuberculosis. Clinical evidence of bilateral in- 
volvement was present in 291 cases (13 per 
cent). Emmett and Kibler previously reported 
the prognosis in 87 of these cases in which 
nephrectomy was done on the more involved 
side, leaving 204 cases of bilateral renal tuber- 
culosis in which no renal operation was done at 
the clinic. 

The question may well be asked, what do we 
mean by bilateral renal tuberculosis? There is 
a decided difference among urologists as to the 
type and degree of evidence of disease deemed 
necessary to establish such a diagnosis. In the 
first place, there are the radicals who boldly 
state that all cases of renal tuberculosis are 
bilateral, at least at the time of onset. While 
this may be theoretically correct, there is in- 
sufficient pathological evidence available to sub- 
stantiate such a statement and there is much 
clinical evidence to disprove it. It is generally 
believed that if the urine catheterized from the 
good kidney contains no pus cells, is negative 
for tuberele bacilli, and is negative on guinea 
pig inoculation, the kidney is normal and re- 
moval of the diseased kidney is permissible. 
Judging from the statistics of Emmett and 
Kibler, this particular group offers the best 
prognosis following nephrectomy. They found 
that the mortality rate five years after operation 
was 20 per cent and for ten years after opera- 
tion, 34 per cent. One would be conservative in 
stating that bilateral renal tuberculosis would 
be very improbable in most of this group. 
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Now comes another group, and this is where 
the controversy starts. In a series of cases ob- 
served at the clinic with proved tuberculosis 
in one kidney and with no microscopic evidence 
of infection in the urine from the good kidney, 
guinea pigs were inoculated with the apparently 
negative urine. We were surprised to note in 
how many cases the reports proved to be posi- 
tive. After following many of the patients in 
this group who apparently recovered after 
nephrectomy, we concluded that in many cases 
the positive report from the guinea pig inocula- 
tion was the result of technical factors. In other 
words, that the tubercle bacilli were picked 
up by the ureteral catheter from the bladder or 
lower end of the ureter while in transit, or were 
present as the result of reflux into the ureter, 
which is often dilated in its distal portion. Too 
many of these patients recovered to permit the 
hypothesis of spontaneous recovery from active 
tuberculous involvement. 

Next comes a group of cases in which three or 
more pus cells were found in the urine from the 
eood kidney. Emmett and Kibler found that 
the five-year post-operative mortality in this 
group was 40 per cent, or twice as great as in 
cases with negative urine. Although the disease 
obviously was bilateral in many of these pa- 
tients, in others it was not. When, in addition 
to more than three pus cells in the urine from 
the good kidney, the presence of tubercle bacilli 
was demonstrated, either by guinea pig inocula- 
tions or by staining the centrifuged specimen, 
the five-year mortality increased to more than 
60 per cent. This still left a third of the pa- 
tients who had definite evidence of bilateral 
disease at the time of operation who were alive 
five years or longer. Among this group were 
patients who, from subjective as well as objec- 
tive evidence, apparently had recovered from 
their infection. It may be inferred from this 
that, (1) the kidney may recover occasionally 
from tuberculous infection; (2) positive evi- 
dence of disease in the good kidney as deter- 
mined by inoculation of urine into guinea pigs 
sometimes is inaccurate and misleading; or (3) 
there is a definite group of individuals who get 
along pretty well with chronic renal tuberculosis. 
In our opinion the apparent recovery in most 
of these eases is explained by the last two infer- 
ences. It is quite evident that the demonstra- 
tion of tubercle bacilli in the urine catheterized 
from the good kidney should not contraindicate 
the removal of the other kidney if it is exten- 


sively diseased. There may be other clinical 
factors, however, which may contraindicate it. 

What are the indications for and against 
operation when there is definite evidence of 
active bilateral infection? It may be stated that 
unless there is a decided difference in the extent 
of the disease in the two kidneys surgical inter- 
vention is rarely indicated. In other words, the 
kidney which is removed should have evidence 
of extensive destruction of renal tissue or wide- 
spread involvement, while the involvement of 
the good kidney must be minimal. Even under 
such circumstances nephrectomy would not usu- 
ally be indicated unless the diseased kidney was 
the cause of symptoms which a nephrectomy 
would remedy. It would be unreasonable to 
remove one kidney when the extent of the dis- 
ease is equal in both kidneys. It is possible in 
rare cases that the lesion might be of equal 
extent in the initia! stages and one kidney go 
on to more rapid destruction, giving rise to 
severe symptoms, while the disease remained 
stationary in the other, so that nephrectomy 
might then be considered. 

It is taken for granted that operation is per- 
missible only if the patient’s general condition 
is satisfactory. The presence of tuberculosis in 
other tissues of the body, even if active, does 
not necessarily interfere with nephrectomy. In 
fact, as one of us (W.F.B.) previously observed, 
the coneurrent chronic or previous tuber- 
culosis in other tissues seems to increase resist- 
ance and gives a relatively good prognosis in 
many cases. Exceptions to this rule, however, 
are offered by active pulmonary complications, 
which would usually contraindicate surgery 
when both kidneys are involved. It would also 
be advisable to keep the patient under observa- 
tion for a period of time, if the bilateral disease 
is of recent origin, in order to determine its 
localization and to improve the patient’s 
resistance. 

Although surgical treatment is not indicated 
in most eases with definite evidence of bilateral 
renal tuberculosis, in selected cases removal of 
a kidney with extensive involvement may be 
followed by great relief of symptoms and im- 
provement in the general condition. In most 
eases with bilateral renal tuberculosis, however, 
there is not a great difference in the degree and 
extent of renal disease, and other complications 
usually are present, so that surgical treatment 
is not possible. The clinical course of these pa- 
tients must necessarily depend on their power 
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of resistance and on therapeutic measures which 
will aid it. We have reviewed the clinical data 
and course of 204 patients with definitely proved 
bilateral renal tuberculosis observed at the clinic 
in whom surgical treatment seemed inadvisable. 

Sex and age.—Only 39 patients, or 19 per 
cent, of the group were women, The preponder- 
ance of male patients is greater with bilateral 
renal involvement than with unilateral disease, 
the rate being four to one, as compared with two 
to one. Apparently there is not much difference 
in the distribution of these cases according to 
age from that observed with unilateral involve- 
ment. It was found that 58.8 per cent of the 
patients were in the fourth and fifth decades. 
The youngest patient was an infant twenty- 
eight months old, who developed miliary tuber- 
culosis and died a few days after registration at 
the clinic. The oldest patient was sixty-three 
years of age, who lived two years after his 
examination. The age-distribution and chroni- 
city of the disease make these patients a social 
as well as a medical problem. The majority of 
the patients are too ill to work and the disease 
strikes when their earning capacity should be 
at its height. 

The symptoms did not differ very much from 
those observed with unilateral tuberculosis, ex- 
cept that they were more severe. A history of 
a period of dysuria and frequent micturition 
many years before, with recovery and then a 
recent recurrence of symptoms, was elicited in 
34 cases (16.6 per cent). This corresponded to 
the period of infection and occlusion of one 
kidney with recent infection in the other. In 
fact, with a clear-cut history of this kind the 
diagnosis of bilateral involvement usually can 
be inferred. 

Roentgenographic studies showed areas of 
renal calcification present in 19.6 per cent of our 
eases. The degree of calcification was variable, 
but on the whole more massive than that seen 
in unilateral cases. Forty eases of occluded 
renal tuberculosis were found in this series. 

Cystoscopie examination usually reveals much 
more involvement of the bladder, with deformity 
and ulceration, than is observed with unilateral 
renal tuberculosis. In many eases a necrotic 
surface covering the entire bladder mucosa is 
observed. The patient usually is so intolerant 
that general or spinal anesthesia is necessary. 
In early cases of bilateral involvement, however, 
the bladder may be almost normal on cystoscopie 
examination. The presence of many pus cells 


together with bacteria other than tubercle bacilli 
was noted in the ecatheterized specimen from the 
‘‘oood’’ kidney in several eases. Inoculation of 
guinea pigs with this urine and examination of 
the sediment for tuberele bacilli were reported 
as negative. It is very evident that the renal 
infection was caused by a non-tuberculous pyelo- 
nephritis present in the so-called ‘‘good’’ kid- 
ney. It also is evident that the presence of pus 
cells alone in the urine from the good kidney 
does not necessarily indicate the presence of 
tuberculosis. 

In some eases of bilateral tuberculosis in which 
infection is limited the catheterized specimen of 
urine from either kidney may contain no pus 
cells whatever, but when the examination is re- 
peated a variable number of pus cells may be 
present. Although there may be no pus cells in 
the catheterized urine in a ease of this kind 
ouinea pig inoculations may prove to be positive. 
As Thomas has emphasized, in some of these 
eases bilateral retrograde pyelography will be 
necessary to recognize the lesion. The uro- 
graphic deformity may be so slight in these 
cases that it will be missed completely in the 
excretory urogram. <A considerable degree of 
ureterectasis may often be noted, particularly 
in the lower third of the ureter from the good 
kidney. This can best be explained by an 
ascending ureteritis which is not necessarily of 
a tuberculous nature. It is easy to understand 
how bacilli washed up from the bladder can be 
picked up from the dilated ureter by the ureteral 
catheter. 

Complications.—Bugbee and Thomas remind 
us that renal tuberculosis is a local manifesta- 
tion of a constitutional disease. Evidence of 
pulmonary tuberculosis was noted in 77 of our 
eases, or 37.7 per cent. According to x-ray evi- 
dence, the pulmonary lesion was regarded as 
active in 47 cases and healed in 30 cases. Tuber- 
culous involvement of the genitalia was noted in 
91 cases, or 44.6 per cent, which is no higher than 
in cases of unilateral renal tuberculosis. Tuber- 
culous bone lesions were found in 31 eases, or 
15.2 per cent, of the cases of bilateral renal 
tuberculosis, which corresponds to 11 per cent — 
reported with unilateral renal lesions. 

Among the complications of unusual interest 
may be mentioned lupus vulgaris, which was 
discovered in three patients. In one of these 


patients, a man aged 28 years, the disease had 
existed for sixteen years and it was the only 
extrarenal complication at the time of examina- 
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tion. Tuberculosis was observed in one patient 
with a solitary kidney. Agenesis was inferred 
from absence of any evidence of a _ ureteral 
orifice in the corresponding half of the bladder 
on numerous cystoscopic examinations and was 
corroborated by subsequent surgical exploration. 
In two male patients vesicorectal fistule were 
found. Although it has been observed rather 
rarely in the past fifteen years numerous cases 
of cervical adenitis were noted in the earlier 
histories. 

Renal function.—A slight reduction in fune- 
tion usually is noted in the early stages of uni- 
lateral renal tuberculosis. It is of interest, how- 
ever, that in spite of apparently advanced in- 
volvement of both kidneys, the combined renal 
function often is normal or only slightly re- 
duced. This observation is in keeping with that 
noted in other types of chronic bilateral renal 
infection. Even in eases of occlusion of one 
kidney and extensive infection in the other 
kidney there may be little or no rise in the blood 
urea. It is often surprising how little subjective 
evidence of renal insufficiency is observed in 
eases with greatly reduced renal function, as 
sometimes occurs in the terminal stages of bi- 
lateral renal tubereulosis, The urea content of 
the blood was determined in 117 cases with 
bilateral tubereulosis and a value under 45 mg. 
per 100 e.c. of blood was noted in 80 patients, 
or 68 per cent. The urea content of the blood 
was less than 45 mg. per 100 ¢.c. in 31 of the 
40 cases of bilateral renal tuberculosis with 
occlusion of one kidney. 

Hypertension.—It has been shown in a pre- 
vious communication by Walters, Hammer and 
one of us (W.F.B.) that the incidence of hyper- 
tension with unilateral renal tuberculosis is less 
than that observed among average persons. The 
question arose as to what influence bilateral renal 
tuberculosis would have on blood pressure. <A 
systolic blood pressure of 145 mm. or more was 
noted in 19.5 per cent of the 180 cases in which 
the blood pressure was determined. This is but 
slightly higher than its incidence with unilateral 
disease. Included in this series are 40 cases of 
functionless, occluded renal tuberculosis in one 
kidney with chronic tuberculosis in the other. 
Hypertension was present in 7 of these cases, 
or 17.5 per cent. It is evident that the changes 
in the renal tissues secondary to tuberculosis, 
even when bilateral, do not affect the vascular 
supply with secretion of pressor substances, as 
occurs with atrophic pyelonephritis. 
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The subsequent clinical course was traced in 
167 of 204 cases with definite clinical evidence 
of bilateral renal tuberculosis observed at the 
clinic. The survival rates are calculated from 
the time of onset of urinary symptoms. Al- 
though exact data as to the cause of death were 
not available in many of these cases, judging 
from the reports received from the attending 
physician and relatives, most of the patients 
traced died, directly or indirectly, from some 
form of tuberculosis. 

One hundred and twenty patients, or 71.9 
per cent, of the patients traced, survived three 
years or more and 86 patients, or 58.1 per cent, 
survived five years or more. Thirty-five patients, 
or 26.3 per cent, were found to be living ten 
years, and 14 patients, or 15.9 per cént, fifteen 
years. It is of interest that the general con- 


' dition of most of the patients alive ten and 


fifteen years after examination was better than 
might be expected and of some was quite normal. 
Frequent urination was usually present to a 
variable degree. It was believed (Wildbolz) for 
many years that the survival of patients with 
untreated unilateral renal tuberculosis over a 
period of ten years or more was exceptional, 
and fifteen years was very rare. Judging from 
the number of our patients with bilateral tuber- 
culosis who survived ten years, and even fifteen 
years, our coneepts concerning life expectancy 
with non-surgical renal tuberculosis demand re- 
vision. In fact, if the advisability of operation 
in a given ease is debatable, the possibility of 
long survival without surgical interference must 
be considered. | 

The prognosis in eases of bilateral renal in- 
fection of equal degree is distinctly worse than 
in eases with infection predominant in one kid- 
ney. Among the 63 cases with equilateral infee- 
tion 42 patients, or 66.6 per cent, died within 
two years and only 7 were alive five years or 
more. The influence of active pulmonary tuber- 
culosis complicating bilateral renal tuberculosis 
is shown by the fact that of 47 such cases 33, 
or 70 per cent, were dead in less than three years 
and only one patient was alive after seven years. 
The prognosis with occluded tuberculosis in one 
kidney and active tuberculosis in the other was 
definitely better than in the average case with 
bilateral disease. Of 40 cases with occluded 
renal tuberculosis only 15 died within three 
years after the onset of disease in the second 
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kidney and 17 lived from six to twenty-two 
years. 

In reviewing the cases in which there seemed 
to be more resistance to the disease it is diffi- 
eult to find any outstanding feature that is 
common to all. The care of the patient after 
leaving the clinic was at best inadequate. A 
small number of patients had sporadic sani- 
tarium care, and they seemed to do well. How- 
ever, in the main they were at the sanitariums 
too short a time and, when they left, they im- 
mediately engaged in the rigours of earning a 
livelihood. It would seem probable that with 
supervised rest, good diet, and heliotherapy, the 
survival rate of these persons would increase. 

What has happened to the renal infection in 
those patients who are alive ten years or more? 
In a few eases it is possible that spontaneous 
recovery has taken place in one kidney at least. 
In some cases one kidney has become occluded. 
In most cases the tuberculous infection persists, 
although dormant most of the time. Although 
periods of increased activity in limited renal 
areas probably occur at intervals, the degree 
of resistance is such that the infection is soon 
controlled. The patient usually becomes so 
accustomed to areas of infection in the bladder 
that their presence does not bother him much. 
Evidence of renal insufficiency is slow in de- 
veloping, since the disease involves the medul- 
lary and interstitial elements of the kidney 
rather than the glomeruli. Although the gen- 
eral physical condition is satisfactory in many 
eases with chronic bilateral tuberculous infec- 
tion, complete healing occurs only in exceptional 
cases. 

Three patients in our series lived twenty years 
or more and their clinical course warrants de- 
tailed comment. Two of these patients are still 
living, the other, after living twenty years, 
‘‘died of a tuberculous process’’, according to 
the attending physician. 


CASE 1 


A woman, aged 30 years, was first examined at 
the clinic in 1915. Examination of the urine col- 
lected from each kidney revealed the presence of pus 
cells grade 1 (on a basis of 1 to 4), and bacillus of tuber- 
culosis in both kidneys, as proved by acid-fast stains 
of the sediment of the urine and by guinea-pig inocula- 
tions. The patient was seen again in 1919 and, although 
the urine contained a few pus cells, acid-fast stains and 
guinea-pig inoculations were negative. The renal func- 
tion as determined by phenolsulphonphthalein in the 
catheterized specimens of renal urine was apparently 
slightly decreased on both sides. She returned in 1923 
and at that time cystoscopic examination and a study of 
the separated specimens of urine were negative. The 
renal function was normal. In 1938 she returned be- 


cause of intermittent attacks of urgency and frequency, 


apparently caused by a mild, apparently non-tuberculous 
infection. Smears made from sediment of the urine were 
negative for acid-fast bacilli and the guinea-pig inocula- 
tions of the catheterized renal specimens of urine were 
also negative. A plain roentgenogram of the urinary 
tract, however, showed small, irregular areas of calcifica- 
tion over the left renal area which were very suggestive 
of tuberculous calcification, although calculus could not 
be excluded. The excretory urogram showed no de- 
formity in the pelvis, calices or ureter. This patient has 
had excellent care, including diet, rest and heliotherapy. 
When examined recently she was in good general health, 
complained of no urinary symptoms, and examination of 
the urine was negative. 


CASE 2 


A man, aged 22 years, came to the clinic in 1920, 
complaining of gross hematuria and marked frequency 
of three years’ duration. This patient had lupus vul- 
garis for 16 years, Urological examination showed a 
functionless, occluded left kidney; the urine catheterized 
from the right kidney contained pus, grade 2, and an 
acid-fast stain was positive for tubercle bacilli. He had 
no other evidence of systemic tuberculosis. He returned 
in 1936 with symptoms of dysuria and frequent micturi- 
tion. On physical examination tuberculosis of the right 
knee was found, which required surgical intervention. A 
plain roentgenogram made at this time showed calcifica- 
tion along the course of the left ureter which was not 
present on previous examination. The urea content of 
the blood was 50 mg. per 100 «ec. The patient returned 
again in 1938 with a history of recent hematuria and 
pain in the left testicle. The right testicle was un- 
descended. A left orchidectomy was performed and 
caseous tuberculosis of the testicle, with involvement of 
the epididymis, was found. He returned again in 1939 
complaining of frequency and a moderate degree of 
urinary obstruction. The urine contained pus, grade 4, 
and stains for tubercle bacilli and guinea-pig inocula- 
tions were positive. A stricture of the anterior urethra 
was found. Evidence of renal insufficiency was indicated 
by the urea content of the blood, which was 78 mg. per 
100 e.e. 


This case brings up one other interesting 
point besides the long survival and long history 
of lupus. The left testicle, which had been 
normal on all previous examinations during 
eight years, was found to harbour tuberculosis, 
while the undescended right testicle gave no 
clinical evidence of being involved at any time. 
Since his last examination this patient had en- 
joyed relatively good health in spite of evidence 
of renal insufficiency. 


CASE 3 


A man, aged 23 years, came to the clinic in 1912 
complaining of marked frequency and gross hematuria 
intermittently for the preceding five years. A diag- 
nosis of bilateral renal tuberculosis had been made 
elsewhere. Before his visit here in 1912 he had had 
a left orchidectomy for tuberculosis of the testicle in 
1907 and a cystostomy for severe dysuria in 1911. At 
his first visit to the clinic examination of the voided 
urine revealed pus, grade 2; cystoscopic examination 
showed diffuse cystitis, and guinea pigs inoculated 
with the urine from the right kidney gave a positive 
test for tuberculosis. A ureteral orifice could not be 
found on the left side and no elevation of the trigone 
was noted on cystoscopic examination. Surgical ex- 
ploration of the left renal area revealed ‘‘no kidney 
tissue’’. The patient returned in 1926 and urine from 
the bladder and right kidney gave a positive guinea- 
pig test. A plain roentgenogram made at this time 
showed ‘‘multiple shadows in the lower pole of the 
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right kidney which probably represent walled-off 
caseous areas’’. This patient died ‘‘of tuberculosis’’ 
in 1928, after living 21 years with renal tuberculosis 
in a solitary kidney. 


SUMMARY AND CONCLUSIONS 


The incidence of renal tuberculosis in recent 
years is definitely less than formerly. 

There is a difference of opinion as to the ciini- 
cal data necessary to establish the diagnosis of 
renal tuberculosis in doubtful eases. The pres- 
ence of tuberele bacilli in the catheterized 
renal urine, as determined by positive inocula- 
tion of guinea pigs, is not sufficient. There also 
should be at least 3 to 10 pus cells present, and 
in some cases positive urographie deformity, in 
order to make the diagnosis certain. 

A diagnosis of bilateral renal tuberculosis was 
made in 291 eases, or 13 per cent, of 2,200 cases 
of renal tuberculosis observed at the Mayo Clinic 
during the years 1910 to 1934. Eighty-seven of 
these patients were subjected to nephrectomy, 
leaving 204 eases of bilateral tuberculosis for 
which operation was not done. 

Nephrectomy with bilateral renal tuberculosis 
is indicated only when there is decided differ- 
ences in the extent of the lesion in the two 
kidneys. Nephrectomy would not usually be 
indicated unless the diseased kidney was the 
cause of symptoms requiring relief. 

The incidence of unilateral renal tuberculosis 
in male patients is twice that in female patients. 
The incidence of bilateral renal disease in the 
male is twice as great as with unilateral disease. 

A clear-cut history of a period of dysuria and 
frequent micturition many years ago and then a 
recent recurrence of symptoms is frequently 
elicited and is typical of bilateral involvement. 

Cystoseopie examination usually reveals 


U.S. Army TypHomw VAccinE.—In the last year the 
output was increased more than eight times. A total of 
33,500,000 ¢.c., the equivalent of 8,500 gallons of typhoid 
vaccine, were made. This represents a saving to the 
government of $1,540,000 over the cost of purchase. 
Typhoid vaccine is being made by the Army with a cul- 
ture from the body of a typhoid fever carrier in the 
Panama Canal Zone, who is kept under constant super- 


greater degree of involvement of the bladder 
than with unilateral disease. 

The oceurrence of previous tuberculosis in 
other tissues often seems to increase the patient’s 
resistance and may be accompanied by a rela- 
tively good prognosis. 

In spite of advanced bilateral involvement of 
both kidneys, the combined renal function often 
is normal or only slightly reduced. Little sub- 
jective evidence of renal insufficiency was ob- 
served in many eases in which the renal function 
was greatly reduced. 


The incidence of hypertension with bilateral 
renal tuberculosis is very little higher than the 
average incidence of hypertension observed in 
adults. 


The subsequent clinical course was traced in 
167 eases with definite clinical evidence of 
bilateral renal tuberculosis. 


The survival of patients traced after three 
years or more was 72 per cent; after five years 
or more, 58 per cent; after ten years or more, 
26 per cent, and after fifteen years, 16 per cent. 
Most of the patients alive ten or fifteen years 
after examination were reported as being in a 
fairly normal condition, except for a variable 
degree of frequent urination. 


Therapeutic measures, such as sanitarium 
treatment or the advantages of rest, diet and 
sunshine, undoubtedly are factors in aiding 
longevity. 

Our previous concepts concerning life expect- 
ancy with non-surgical renal tuberculosis de- 
mand radical revision. Unless the indications 
for nephrectomy are quite definite in a case with 
bilateral disease, it would be well to give nature 
a chance. 


vision by Army doctors. The original typhoid culture 
came from an English soldier who died in the Boer War, 
but recent investigation showed this strain had lost its 
potency. The cultures are preserved in glass tubes by 
a special process at a temperature of 108 degrees below 
zero and sealing in a partial vacuum. These tubes of 
cultures can be preserved for long periods.—From the 
J. Am. M. Ass., 1941, 117: 538. 
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PERTUSSIS SKIN TESTING TOXIN AND ANTIENDOTOXIN 


By L. P. StreaN,* D. LAPOINTET AND E. DECHENET 


ERTUSSIS in epidemic form is a serious 

challenge to the public health officer and in- 
stitutional director, Means for detecting sus- 
ceptible children and specific treatment for the 
exposed have been found wanting. Obviously a 
new approach is necessary for the treatment of 
this disease. A workable scheme is presented in 
this report. 

A variety of skin-testing materials have been 
used for determining susceptibility to whooping 
cough. The results appear to be conflicting. 
Madigliani and de Villa’ (1921) reported skin 
reactions in children suffering from whooping 
cough following the intracutaneous injection of 
a suspension of killed H. pertussis. Riesenfeld,? 
Hull and Nauss,? Toomey and McClelland,* 
Truschina et al.’ and Bonnet,® working with 
vaccines, filtrates and extracts, concluded that 
the skin reactions observed were of no specific 
value. Siebler and Okrent,’ using a phenolized 
vaccine containing 10,000 million organisms per 
c.c., obtained positive reactions in 80 per cent 
of children with no previous history of pertussis 
and negative reactions in 76.4 per cent of those 
giving a history of having had the disease. 
Paterson et al. and O’Brien® also reported posi- 
tive and negative reactions with the use of vac- 
eines, Paton’? found that the intradermal test 
could not be linked with specificity and could 
not be correlated with the complement fixation 
test. Thompson" produced an extract from H. 
pertussis which he reported gave positive and 
negative reactions. His work was suggested by 
the previous work of Krueger.?? Demnitz et al. 
resumed the studies of Teissier et al.‘* and pro- 
duced an extract of ground H. pertussis bacilli 
but they found their material to be unstable 
and did not consider it suitable for human use. 

Laboratory methods have been used for de- 
tecting susceptibility to pertussis and reports 
show some conflict among the investigators. 
Mishulow and her associates’® found considerable 
variation in the serum agglutinins in a small 
group of children and reported no titre higher 


* Research and _ Biological Laboratories, 
McKenna and Harrison, Limited, Montreal, Que. 
t Créche, St. Vincent de Paul, Quebec. 


Ayerst, 





than 1:250. Wu and Chu’ observed agglutina- 
tion appearing after the second or third injec- 
tion of vaccine, with a tendency to decline. 
Miller and Silverberg’? also used the agglutina- 
tion test and found it positive in 161 of 164 
inoculated with H. pertussis vaccine. 

The complement fixation test was used by 
several writers with little agreement in results. 
Daughtry-Denmark*® secured complete fixation 
of complement after the use of adequate amounts 
of Sauer’s vaccine. Weichsel and Douglas’® 
found a decline in complement fixation about 3 
weeks after the last injection of vaccine and 
very frequently the test was negative 2 weeks 
later. Kaires and Goetze?® could not demon- 
strate antibodies following vaccination of nurs- 
lings but were able to secure complete fixation 
in infants of 1 year of age. 

Several authors using the opsonocytophagie 
test reported favourable results. Kendrick and 
her co-workers”! and Singer-Brooks and Miller?” 
found a gradual increase in phagocytosis during 
and after inoculation with H. pertussis vaccine, 
reaching a maximum after about two months. 
This was followed by a slight decline with a high 
degree of phagocytosis still being present after 
two years. Rambar et al.?* in a well controlled 
study using the opsonocytophagie test concluded 
that it was a reliable index of immunity. 

In 1940 Strean?* described the use of pertussis 
endotoxin as a skin test for determining sus- 
ceptibility to pertussis. Later in the same year 
Strean and Grant?> described the chemical and 
immunological properties of this toxin. In a 
eroup of 100 children ranging from 3 months 
to 10 years of age, a reasonable correlation was 
shown to exist between the skin test and the 
past histories of the children anent immunity 
to pertussis. 

Recently an outbreak of pertussis occurred in 
an institution in Quebee City and an oppor- 
tunity was afforded to test the specificity of the 
skin testing toxin and the efficacy of the anti- 
endotoxin. The results of this clinical trial 
form the basis of this communication. 

Several months prior to the outbreak at La 
Créche, Quebec, one hundred children at this 
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institution were picked at random and skin 
tested intradermally in the forearm with 0.1 c.e. 
of pertussis toxin, representing 1/15 of a mouse 
M.L.D. These children fell into 3 groups: 
Group I of 20 children under six months of age 


pertussis was observed in Groups I and II, al- 
though in previous and subsequent trials on 
larger groups a much higher percentage of nega- 
tives was noted in infants under 6 months of 
age, presumably due to the passive transfer of 


with no previous history of an attack of per- 
tussis; Group II of 46 children over 6 months 
but under 4 years, also with no previous attack 
of pertussis; Group III of 34 children of all 


TABLE I. 
REsUtts OF SKIN Test at LA CriECHE 


ae : ; Number| Previous Per- Per- 
ages up to 4 years giving a history of having of | attack of | Number| Number| centage | centage 
recovered from pertussis. The results were as Group| children| pertussis| positive| negative| positive| negative 
shown in Table I. I 20 None 13 7 65 | 35 
en de} : om : II 46 None 31 15 67 | 33 
On the basis of the skin test in this particular = jry | 34 -| Yee | “9 on 2% | 74 


sroup no appreciable difference in immunity to | | 


TABLE II. 
REsuLts oF Pertussis SKIN TESTING TOXIN AND ANTIENDOTOXIN 
Dormitory No. 301 
| | 


| | 








Skin test Antiserum Skin test 
Dura- | Paroxysms\V omiting administered 
Name Age tion of| per day and Re- Re- | Remarks 
|months Sex| cough | number | cyanosis|action| Date | Volume} Date |action| Date 
weeks 
Claire wy if 6 16 to 20 and C|++-+}| 6/6/41 Control, cough, 20/7/41 
Lucius 16 $|M| 6 15to18 | VandC/++-+)| 6/6/41 Control, cough, 20/7/41 
Janvier 18 |M 3 8to10 | VandC|++-+} 9/7/41) 10 c.c. |10/7/41; - |11/7/41|Spasms returned later. 
Lambert 17 |M| 4 6 to 12 C +++) 6/6/41 ntrol, spasms,20/7 /41 
Robert 16 |M| 4 C ++ |10/7/41 Control, cough, 20/7/41 
Louis 16 $|M! 6 6to 8 Cc +++] 6/6/41 Control,spasms, 20/7/41 
Lucine 17 |F 2 8 to 10 C +++] 6/6/41) 10 c.c. | 9/7/41) ++ |10/7/41/14/7/41 10 c.c. 
; Spasms 20/7/41 
Magloire 16 |M 6 12to15 |VandC} ++ | 6/6/41 Control,spasms, 20/7/41 
Jean 16 |M 1 0 inal + | 6/6/41) 10 c.c. | 9/7/41} - |10/7/41\Cough inhibited,20/7/41 
Joachim 17 |M 1 0 as + 6/6/41) 10 c.c. | 9/7/41} -— |10/7/41\Cough inhibited,20/7/41 
Guy 17 |M 1 0 + 9/7/41) 10 c.c. 10/7/41; + |11/7/41|14/7/41 10 c.ce. 
Spasms 20/7/41 
Laura 18 |F V + | 9/7/41) 10 e.c. |10/7/41 Spasms, 18/7/41 


Skin reaction (+) represents erythema 0.5 to 1 cm. in diameter, 24 hours after intradermal injection of toxin. 
Skin reaction (++) represents erythema 1.0 to 1.5 cm. in diameter, 24 hours after intradermal injection of toxin. 
Skin reaction (+-+-+) represents erythema more than 1.5 cm. in diameter, 24 hours after intradermal injection of toxin. 


TABLE IIT. 
Dormitory No. 302 














Skin test Antiserum Skin test 
Dura-| Paroxysms|V omiting administered 
Name Age tion of| per day and Re- Re- Remarks 
months|Sex| cough | number | cyanosis|action| Date | Volume| Date \action| Date 
weeks 
Maurice 16 |M| 3 6to 8 |VandC| ++ | 6/6/41 Control, coughs, 20/7/41 
Modeste 146 |M/ 5 VandC; ++ | 6/6/41 Control, coughs, 20/7/41 
Hermine 16 | F 6 20 to 25 | VandC} ++ | 6/5/41 Control, coughs, 20/7/41 
Maximin 16 |M| 3 16 to 18 |VandC|++-+4}] 6/6/41| 10 c.c. | 9/7/41) ++ |10/7/41/14/7/41 10 ¢.c. Coughs 
diminishing, 20/7/41 
Patrice 16 |M 5 20 to 25 | VandC|+++4/10/7/41 Control, coughs, 20/7/41 
Rolande 15 | F 5 18 to 20 | VandC|+++44/10/7/41 Control, coughs di- 
minished but skin test 
still + 20/7/41 
Marielle 16 | F 3 16to18 | VandC|++-4)| 9/7/41| 10 c.c. 10/7/41) - (|11/7/41 Whoop aborted,20/7/41 
Nestor 15 |M 1 0 dens ++ | 6/6/41} 10 ¢.c. | 9/7/41 Inhibited, 20/7/41 
Clement 16 |M 1 0 Se 6/6/41) 10 e«.c. | 9/7/41 Inhibited, 20/7/41 
Marcien 16 |M 2 0 ++ | 6/6/41} 10 c.c. 9/7, /41 Inhibited, 20/7/41 
Germain 16 | F 3 0 +++) 6/6/41) 10 c.c. 9/7/41) ++ 10, '7/41) 14/7/41 10 €.c. 
Improved, 20/7/41 
Josephate| 17 |M 0 oe - 6/6/41 Negative control. 
of No coughing, 20/7/41 
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antibody through the placenta. Group III com- 
prising those children who had had whooping- 
cough showed a high percentage of negative 
skin reactions. The positives in this group were 
those children who had recovered from pertussis 
several years previously and may have been 
losing their immunity, Only one child in Group 
III was strongly positive (+++), all the re- 
maining positives showed a mild reaction (+). 
See footnote on Table II. 

Several months following this clinical trial 
of the skin-testing toxin, an outbreak of per- 
tussis was observed on the third floor of the 
institution. The dormitories measured 12 feet 
square and each ‘contained 12 cribs separated 
by very little space. The close proximity of the 
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cribs assured exposure to pertussis if an active 
case was present in the dormitory. In fact, 
three or more active cases were diagnosed clini- 
cally in each of the dormitories. 
Upon examination of our records it was found 
that none of the children who had negative re- 
actions to the skin test contracted the disease 
during this outbreak. The children showing 
classical symptoms of pertussis and having been 
skin tested previously were all found to have been 
positive. For the purpose of determining sus- 
eeptibility to pertussis it was deemed advisable 
to skin test every child on the floor who had 
not been skin-tested previously. In all there 
were 20 children out of 84 who were negative 
to the skin test. These children were observed 


TABLE IV. 
Dormitory No. 305 








| 


Skin test Antiserum Skin test 
Dura-| Paroxysms|V omiting administered 
Name Age tion of| per day and Re- Re- Remarks 
months|Sex| cough | number | cyanosis|action| Date | Volume| Date |action| Date 
weeks 
Ulric 13 |M 10 to 12 | VandC}| +4 | 9/7/41 Control, spasms, 18/7/41 
Viateur 13 |M| 4 6to 8 |VandC| + | 9/7/41 Control, vomiting and 
spasms with whoop, 
18/7/41 
Serge 14 |M!| 4 12to 14 | VandC;| ++ | 9/7/41 Control, whoops,18/7/41 
Adrien 12 |M 5 16to18 |VandC} ++ | 9/7/41 Control, whoops,18/7/41 
Simeon 12 |M| 5 6to 8 |VandC| ++ | 9/7/41 Control, spasms, 18/7/41 
Alexis 12 |M| 4 6to 8 C + | 9/7/41 Control, whoops,18/7 /41 
Valier 13 |M 4 6to10 |VandC; + 9/7/41 Control, whoops, 18/7/41 
Vitalin 13 |M| 4 6to 8 Cc + | 9/7/41 Control, whoops,18/7/41 
Winifred 13 | F 5 16to 18 | VandC|+++| 9/7/41 Control, whoops. 
Diminishing, 18/7/41 
Sylvius 14 |M 1 0 .... [+++] 9/7/41) 10 c.c. |10/7/41} - |11/7/41|Inhibited, 18/7/41 
Arcade 12 |M 1 0 een ++ | 9/7/41) 10 c.c. 10/7/41} -— |11/7/41|Inhibited, 18/7/41 
Paule 14 |F 2 0 wee. [R++) 9/7/41) 10 c.c. |10/7/41] + |11/7/41|14/7/41 10 ¢.c. Spasms 







Skin test 


Dura-| Paroxysms| Vomiting 
Age tion of| per day and 
months|Sex| cough | number 


Name 


Re- 


cyanosis | action 














TABLE V. 
Dormitory No. 


but no vomiting, 18/7/41 
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Antiserum Skin test 
administered cae 
Re- 
Volume} Date |action| Date 


Remarks 


Eva 9 |F 1 +++] 6/6/41] 10 c.c. | 9/7/41) + |10/7/41])14/7/41 Fewer 
. coughs, 18/7/41 
Rosanne 8 |F 2 0 ++ | 9/7/41) 10 c.c. |10/7/41) -— |11/7/41|Inhibited, 18/7/41 
Alexandra| 13 | F 3 0 +++] 6/6/41) 10 c.c. |10/7/41) ++ |11/7/41]14/7/41 10 ¢.c. Not 
improved, 18/7/41 
Fidele 8 |F 3 0 ++ | 6/6/41) 10 c.c. | 9/7/41) ++ |10/7/41|Not improved, 18/7/41 
Etiennette| 8 | F 0 + | 9/7/41) 10 c.c. |10/7/41} - |11/7/41|Inhibited, 18/7/41 
Edouard 8 |M/; 1 0 +++ 6/6/41 Control, developed 
; measles, 18/7/41 
Pasteur 11 |M 0 +++) 9/7/41) 10 c.c. |10/7/41} - |11/7/41|Inhibited, 18/7/41 
Evariste 9 |M 0 - 9/7/41 Negative control. 
No coughing, 18/7/41 
Alfred 9 |M 0 +++] 6/6/41 Develo 
measles, 18/7/41 
Beaudoin} 11 |M 0 - 9/7/41 Negative control. 
No coughing, 18/7/41 
Gertrude 9 |F 0 ~ 9/7/41 Develo 
| measles, 18/7/41 
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TABLE VI. 
Dormitory No. 309 




















| | Skin test Antiserum Skin test 
Dura-| Paroxysms| Vomiting administered 
Name | Age tion of| per day and Re- Re- Remarks 
months|Sex| cough | number | cyanosis | action| Date | Volume| Date |action| Date 
weeks 
Charles 11 |M 3 0 V +++] 6/6/41| 10 c.c. | 9/7/41) ++ |10/7/41|)14/7/41 10 ¢.c. No 
‘ vomiting, slight 
| cough, 18/7/41 
Richard 11 |M| 5 V ++ | 6/6/41 Control, spasms and 
vomiting, 18/7/41 
Condé 11 |M| 3 V ++ | 6/6/41) 10 c.c. | 9/7/41 =F 10/7/41|Not improved, 18/7/41 
Willibrod | 13 |M +++) 9/7/41) 10 c.e. {10/7/41 11/7/41|Inhibited, 18/7/41 
Achille 12 |M ++ | 9/7/41| 10 c.c. |10/7/41) - {11/7/41 Inhibited 
(adopted), 18/7/41 
Thomas 8 |M + 9/7/41) 10 c.c. |10/7/41| - |11/7/41\Inhibited, 18/7/41 
Hermini- 8 |M - 9/7/41 Negative control. No 
gilde coughing, 18/7/41 
Hillaire 8 |M - 9/7/41 ; Negative control. No 
coughing, 18/7/41 
Fernande 9 |F +++) 9/7/41) 10 c.c. |14/7/41} - |15/7/41 Inhibited (eczema). No 
spasms. No coughing. 
Not sensitive to con- 
junctival test but 
slightly sensitive to 
intradermal test. 
Eczema better follow- 
ng. serum in- 
| ection, 18/7/41 
Helene 8 + 9/7/41| 10 c.c. |10/7/41; - |11/7/41 Inhibited No in 
18/7 
Eugenie 9 |F + | 9/7/41) 10 c.c. |10/7/41} + {11/7/41 14/7/41 10 c.c. Slight 
cough but no par- 
oxysms, 20/7/41 
Hermine 9 |F ++ | 9/7/41) 10 c.c. |10/7/41} - |11/7/41)|Inhibited, 20/7/41 
| 
TABLE VII. 
Dormitory No. 202 
| | Skin test Antiserum Skin test 
Dura-| Paroxysms\V omiting administered 
Name | Age tion of| per day and Re- Re- Remarks 
months|Sex| cough | number | cyanosis|action| Date | Volume| Date \action| Date 
weeks 
Alexandre} 4 | F 3 V and C} ++ | 9/7/41) 10 c.c. 10/7/41) + |11/7/41)14/7/41 10c¢.c. Slight 
coughing but no par- 
oxysms, 18/7/41 
Aline 4 \F - 9/7/41 Negative control. 
- No cough, 18/7/41 
Antonia 4 |F - 9/7/41 Negative control. 
Nocough, 18/7/41 
Gabriel 4 iM - 9/7/41 Negative control. 
o cough, 18/7/41 
Antoine 4 |M - 9/7/41 Negative control. 
Nocough, 18/7/41 
Adolphe 4 |M ++ | 9/7/41 Control. Died (broncho- 
pneumonia), 15/7/41 
Aubert 4 |M - 9/7/41 Negative control. 
| Nocough, 18/7/41 
Anicet 4 |F 3 + | 9/7/41) 10 c.c. |10/7/41) + |11/7/41)14/7/41 10 c.c. Spasms 
not completely in- 
hibited, 18/7/41 
Armel 4 F 2 ++ | 9/7/41) 10 c.c. |10/7/41} + |11/7/41 14/7/41 10 c.c. Cough 
inhibited, 18/7/41 
Albertine 4 |F - 9/7/41 Negative control. 
No cough, 18/7/41 
Beranger 4 |M - 9/7/41 . Negative control. 
oO cough, 18/7/41 
Anysie 4 |F - | 9/7/41 Negative control. 


ocough, 18/7/41 
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for 6 weeks and in no instance did any of the 
children negative to the test develop pertussis. 
The 64 children positive to the skin test were 
divided into 2 groups; 37 who were passively 
immunized with rabbit antiendotoxin or anti- 
endotoxin plus pertussis antibacterial rabbit 
serum; and the remaining 25 served as controls 
and received no serum. The results are shown 
on Tables II to VIII. 

The skin-testing toxin was prepared in sterile 
dry powder form by the lyophile process, each 
vial containing 30 skin-testing doses. Immedi- 
ately before use the contents of each vial were 
dissolved in 3 ¢.c. of sterile saline containing 
merthiolate. 

















TaBLE VIII. 
Dormitory No. 208 
| Skin test Antiserum Skin test 
Dura- | Parorysms\V omiting | administered 
Name Age tion of| per day and Re- Re- Remarks 
months\Sex| cough | number | cyanosis | action| Date | Volume| Date jaction Date 
weeks 
Seraphim 8 |M; 4 20 to 25 | VandC/++-+] 6/6/41 Control. Died (broncho- 
pneumonia), 12/7/41 
Serge 8 |M| 4 20 to 25 | VandC!++-+) 6/6/41] 10 c.c. {10/7/41} - |11/7/41|Paroxysms inhibited but 
still has slight 
| cough, 18/7/41 
Sylvestre 8 |M ~ 6/6/41 Negative control. 
| | No cough, 18/7/41 
Sylvius 8 |M - 6/6/41 Negative control. 
No cough, 18/7/41 
Sophie 8 |F 3 |VandC|+++4] 9/7/41) 10 c.c. |10/7/41) -  |11/7/41|Inhibited. 
Nocough, 20/7/41 
Gemma 8 |F - 9/7/41 Negative control. Slight 
cough but no 
spasms, 20/7/41 
Sebastien 8 |M + 6/6/41| 10 e.c. 10/7/41} - |11/7/41|Inhibited, 20/7/41 
Stanislas 8 |M ~ 6/6/41 Negative control. 
o cough, 18/7/41 
Robert 8 |M - 9/7/41 Negative control. 
No cough, 18/7/41 
Simon 8 |M ~ 9/7/41 Negative control. 
No cough, 18/7/41 
Simone 8 |F + 9/7/41| 10 c.c. 10/7/41; - |11/7/41\Inhibited. 
No cough, 18/7/41 
Sauveur 8 |M + 6/6/41) 10 e.e. 10/7/41 - 7a Inhibited. 
| No cough, 18/7/41 
TABLE IX. 
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The antiendotoxin was produced in rabbits 
by subcutaneous injection of pertussis endo- 
toxoid, while the antibacterial serum was pro- 
duced by intravenous injection of pertussis vac- 
cine, similar to the method described by Silver- 
thorne.*° The antiendotoxin was standardized so 
that 0.06 ¢.c. would neutralize 3 M.L.D. of toxin 
in white mice weighing 18 to 22 g. The anti- 
bacterial serum was unable to neutralize the 
effect of the toxin, but when 3 M.L.D. of live 
pertussis bacilli were used the effect of the 
serum was that. of delaying death in the mice. 

An interesting example of the specificity of 
the skin test was observed in Dormitory 302. 
Eleven children were positive to the test and 








Positive controls Negative controls 


Skin test | Number Number (No serum given) (No serum given) 
Dormitory given Number | Number not 
antiserum | inhibited | improved | improved | Number | Developed pertussis | Number | Cases pertussis 


ee 


0 
5 5 1 0 
9 9 0 0 
2 0 (2 measles) 3 0 (1 measles) 
1 1 2 0 
1 1 (died) 8 0 
1 1 (died) 6 0 (1 withcough 
no spasm) 





23 (2 measles) 
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all developed whooping cough whilst one who 
was negative to the skin test did not develop 
the disease, although the close proximity of the 
cribs assured exposure. Similar observations 
were made in Dormitories 306, 309, 202 and 208. 

In those cases where antiserum was effective 
the skin test became negative 24 hours after 
serum injection. In some instances, children 
whose skin test remained positive after injection 
of antiendotoxin became negative after a further 
injection. When clinical improvement followed 
serum administration it was observed that the 
first signs of such improvement were cessation 
of vomiting, and reduction in number and 
severity of paroxysms. 

It may be noted that the only two deaths 
which occurred were in the positive control 
group who were positive to the skin test and 
received no antiserum. 

After the outbreak had subsided and a num- 
ber of children had ceased to cough, it was 
deemed advisable to skin test some of the chil- 
dren who had recovered from pertussis. Ten 
children were tested, seven being negative to the 
test, while three remained positive. Blood was 
drawn from the children and the separated 
serum was assayed against 2 M.L.D. of toxin in 
mice, One c.c. of serum of the children negative 
to the skin test was able in all instances to 
protect mice from the effect of 2 M.L.D. of toxin 
while the serum from the positives was ineffec- 
tive and the mice died. 


DISCUSSION 


From the standpoint of public health, if per- 
tussis is to be controlled adequately, it is very 
desirable that susceptibility to the disease can 
be determined by an efficient skin test. The 
toxin used in the elinical trial at La Créche, 
exhibited unusual specificity. The observations 
we describe indicate that active immunization 
with ‘‘endotoxoid’’ of children positive to the 
intradermal test, might be an effective prophy- 
lactic measure. Those negative to the test could 
be retested periodically so as to determine the 
persistence of the immune state. 

For the active case, specific therapeutic meas- 
ures have been lacking. Whilst the antiendo- 
toxin alone was able in most cases to inhibit 
pertussis or at least produce an aborted attack, 
the combination of both antiendotoxin and anti- 
bacterial serum seems preferable. The antiendo- 
toxin serves to neutralize the effect of the toxin 
while the antibacterial serum stimulates phago- 


cytosis. Only 6 failures were observed out of 
37 cases with the use of pertussis antitoxic 
serum. Even this small number of failures 
might have been reduced if more serum were 
injected. 

The skin test serves as a valuable index as to 
the amount of. serum necessary to produce 
favourable results. If positiveness to the skin 
test persists after intramuscular injection of 
antiendotoxin, it is an indication that the volume 
injected was inadequate. A negative skin test 
must follow 24 hours after serum injection if 
inhibition or abortion of clinical symptoms is to 
be expected. The earlier in the incubation period 
or catarrhal stage the serum is given the better 
the results. Whilst improvement has been noted 
when the material was administered in the 
paroxysmal stage, such delay is inadvisable. 

Admittedly the number of cases involved in 
the clinical trial at La Créche was small but it 
is noteworthy that the outbreak was brought 
under control in the protected children but con- 
tinued in those not treated. It is obviously pre- 
mature to draw definite conclusions, but the 
results achieved indicate that further clinical 
trial of the skin testing toxin and of antitoxic 
serum is worth while. 

Investigation is proceeding on the use of per- 
tussis bacterial vaccine plus endotoxoid for ac- 
tive immunization as compared with bacterial 
vaecine alone. 

With respect to the results of skin tests on 
the recovered cases it is reasonable to suppose 
that in most instances the test should be nega- 
tive. Those remaining positive are in all prob- 
ability individuals who cannot build a high anti- 
body titre against this toxin readily. These 
children are being watched and skin tested 
periodically so as to determine whether or not 
their negative reaction is only delayed or 
whether it is possible for them to get a second 
attack of pertussis. 


We wish to express our appreciation to Prof. E. G, D. 
Murray, Department of Bacteriolo and Immunity, 
McGill University, for his very helpful suggestions and 
kindly criticism throughout the course of this investiga- 
tion. 
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RésuME 


La spécificité du test cutané a la toxine de la 
coqueluche et 1’efficacité de 1’antiendotoxine sont dé- 
montrées par 1’étude récente qui fut faite 4 cet effet 
a la Créche St-Vincent de Paul de Québec. 

Une dose de 0.1 e.c. de toxine fut injectée 4 100 
enfants pris au hasard et les résultats furent soigneuse- 
ment notés. Plusiers mois plus tard une petite épidémie 
éclata & la Créche et ceux qui furent atteints de coque- 
luche avaient eu un test cutané positif alors que ceux 
dont le test avait été négatif n’eurent pas la maladie. 
L’immunisation active par 1’ ‘‘endotoxoid’’ des enfants 
positifs au test cutané peut devenir une mesure pro- 
phylactique efficace. Pour les cas nettement observés a 
la période d’état, la meilleure thérapeutique parait étre 
la combinaison de 1’antiendotoxine et du sérum anti- 
bactérien. Plus le test cutané est positif, plus grande 
devra étre la quantité de sérum que 1’on injectera. 

JEAN SAUCIER 


ANURIA — A REPORT OF THREE TYPES OF CASES* 
By J. C. McCLeLuanp, F.R.C.S.(C) 


Toronto 


[N this paper I wish to report briefly three types 

of cases encountered recently, who had anuria. 
These were sulfapyridine anuria, bilateral caleu- 
lus anuria and crush injury in the mines 
producing anuria, 


I. SULFAPYRIDINE ANURIA 


V.D., male aged 27, was in Weston Sanitarium 
under treatment for pulmonary tuberculosis for 
two years. On February 2, 1940, he was given 
seven grams of dagenan over a period of two 
days and on the second day developed slight 
tenderness in both kidneys and passed no urine. 
One day after the development of the anuria the 
non-protein nitrogen had risen to fifty-nine mg. 
per 100 ¢.c. of blood. 

Cystoscopy was carried out and the right 
ureter was catheterized with some difficulty due 
to the catheter being obstructed by crystals in 
the lower third. There was an immediate free 
flow of blood-tinged urine from the right side 
and the pain was relieved. The catheter was 
allowed to remain in. The left ureter was looked 
for but was not found. During the next eighteen 
hours, 2,500 ¢.c. of urine drained from the right 
ureteral catheter while a good deal of urine was 
voided. The left kidney tenderness disappeared 
and it was felt that it was functioning again. 


*Read at the Seventy-second Annual Meeting of 
the Canadian Medical Association, Winnipeg, June 25, 
1941. ee 





At the same time the non-protein nitrogen had 
dropped to 31 mg. The inlying catheter re- 
mained in for forty-eight hours. 

One week after the catheter was removed he 
was given another course of dagenan with a high 
fluid intake without any untoward results. 

E.A., female, aged 41, was in Weston Sani- 
tarium under treatment for moderately ad- 
vaneed pulmonary tuberculosis. First stage 
right thoracoplasty was done October 16, 1940. 
December 6, 1940, six doses of one gram each 
of dagenan were given over a period of twenty- 
four hours. She was nauseated and had fre- 
quency and dysuria by the time she received the 
fifth dose. A sixth dose was given and the drug 
discontinued. A few hours later, there was 
soreness in the abdomen and right kidney area, 
the nausea had increased and the pulse had 
risen to 120. The non-protein nitrogen was 64 
mg. and the right kidney was enlarged and 
slightly tender. 

Three days after the administration of the 
dagenan both kidneys were tender and cysto- 
scopy was carried out. The bladder contained 
one ounce of urine and a number of small 
crystals were seen shining in the light of the 
cystoscope, and a very slight redness of the 
bladder mucosa. Catheters passed to both 
ureters with very little difficulty and drained 
bloody urine immediately. The quantity of 
urine was abundant from both sides and the 
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catheters were removed in forty-two hours. ‘The 
pain had disappeared from both kidneys and 
urination was re-established. 


COMMENT ON SULFAPYRIDINE 


One should note the small quantity of dagenan 
given in both these patients. Each had erystals 
precipitated in the ureters in such a quantity 
that the urine was unable to pass from the kid- 
ney pelvis to the bladder. By establishing a 
passageway from the kidney to the bladder, the 
kidney excretion returned and, forcing fluids by 
intravenous methods, the remaining crystals were 
washed out and urination re-established. Later, 
with the ingestion of abundant fluids by one 
patient he was able to take a further course of 
dagenan therapy without ill effect. Certain 
persons may have some sensitivity to this drug 
but we are unable to estimate this previous to 
_ giving it. 
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an increasing number of stones passed following 
ureteral colics and these are shown in the plates 
as they have progressed. 

. On May 23, 1940, nineteen months after ad- 
mission, his period of reeumbency was over and 
he sat up. For the next five days he experienced 
numerous attacks of ureteral colic on both sides 
with nausea and vomiting, The kidneys were 
not tender or enlarged. Eight days later (May 
31st) he reported that he had not passed any 
urine for twenty-four hours and the bladder 
was found to be empty on catheterization. His 
non-protein. nitrogen was 128 mg. The x-ray 
showed two stones at the brim of the pelvis in 
the right ureter and one stone in the left ureter 
opposite the fourth lumbar vertebra. The fol- 
lowing day no urine had been passed, the blad- 
der was empty and the non-protein nitrogen had 
risen to 145 mg. It was decided to remove the 
stones from the right ureter. At operation the 





Fig. 1 
Fig. 1—Group of calculi present in each kidney. Fig. 2.—Two calculi present in the right ureter over 


the sacro-iliac joint. 
present in the bladder which were passed later. 


Pig. 2 


One stone in the left ureter opposite the fourth lumbar vertebra. 


Pig. 3 


Note the stones 


Fig. 3.—Stone from the right ureter which had gone back 


to the right kidney. Stone from the left ureter had passed as also were the rest of the stones in the kidney 


and bladder. 


II. BmaTERAL URETERAL CALCULI 

R.A., male aged 19 years was admitted to 
Weston Sanitarium suffering from lumbar 
Pott’s disease. His treatment was recumbency 
previous to spinal bone graft, commenced on 
October 25, 1938. Since then he has developed 
a series of stones in both kidneys. The spinal 
bone graft was done and he is still in hospital 
under treatment. 

The first colic was in the left ureter which 
led to the first plate being taken and showed a 
small stone in the left kidney. He had also 
passed a stone following the colic. There was 


right ureter was exposed and one stone only was 
present. This was removed and a careful search 
both up and down the ureter did not locate the 
stone. The operation was done in a slight 
Trendelenberg position and it was thought that 
the stone had slipped back to the kidney. This 
was confirmed by a later x-ray. The stone in 
the left ureter was not touched. 


Two days later the patient was passing a good 
deal of urine, was feeling much better and the 
non-protein nitrogen had dropped to 37 mg. 
though the x-ray showed the stone still present 
in the left ureter at the same position. In an- 
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other two days the left ureteral stone had gone 
to the brim of the pelvis and was passed the 
following day. 

Since then numerous stones have been passed 
from both sides and in the last plate taken no 
stones are in either side. 

Chemical examination of the stones showed 
mostly calcium carbonate with some small quan- 
tities of phosphates and oxalates. 

This patient illustrates anuria due to plugging 
both ureters with calculi at the same time. 
From this one can deduce that a blockage of 
one ureter may be present for several days and 
the kidney which is freed from its obstruction 
takes up the function for the other and will 


restore the blood nitrogen to its normal level, 


quickly. Even with the obstruction present over 
many days the right kidney did the combined 
work of the two while nature used its own 
method to pass the stone from the left ureter. 
The illustrations trace the course of the stones 
as described above. 


CoMMENT 


This patient illustrates the simultaneous 
blocking of both ureters by calculi producing 


anuria and temporary profound nitrogen reten- 
tion, By relief of the obstruction in one ureter 
the blood level of non-protein nitrogen returned 
to normal even though the remaining kidney 
continued to be obstructed. It is my belief from 
this, that a unilateral anuria must occur more 
frequently than we realize and the shutting off 
of the one kidney is not important as long as 
the opposite kidney is functioning well. It is 
surprising the number of stones and their size 
which the ureters can allow to pass. 


III. CrusH INJuRIES IN ONTARIO MINES 
CAUSING ANURIA 


During the past few years there have been 
five cases of Ontario miners being buried under 
large quantities of rock and remaining there for 
several hours before they have been rescued. 
On admission to hospital they have had a good 
deal of bruising of the muscles with some frac- 
tures but in most eases they have looked much 
better than one should expect, considering the 
extent of their injury and their dreadful ex- 
perience. 

The latest of these patients was under the 
care of Dr. MeKechnie, of Timmins, following 
an accident in the Hollinger Mine on February 
26, 1940, when he was buried under rock for 
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seven hours. He was conscious while buried 
and able to direct his rescuers to him. He was 
admitted to hospital and found to be bruised 
over the whole left side of his body, left thigh 
and leg. A Colles fracture was also present. 
The urine became scanty within twenty-four 
hours and the second day only a few ounces 
of bloody urine were passed, which contained 
albumin, red blood cells and casts. He was 
given intravenous glucose, caffeine and amino- 
phyllin, but the non-protein nitrogen in the 
blood continued to climb. We discussed the 
question of decapsulation of the kidney, by tele- 
phone, on the third day but decided to wait 
another day or two. On the fifth day after the 
accident his non-protein nitrogen was 128 mg. 
Bilateral decapsulation was carried out in the 
sixth day. 

At operation considerable oedema of the tissue 
was present and each kidney had a bluish white 
colour and was intensely hard. The capsules 
were stripped off readily and both kidneys be- 
came much softer and increased in size. The 
operations were done at the one sitting under 
spinal anesthesia and he did not seem shocked 
when returned to bed. He lived for nineteen 
hours after the operation and did not appear to 
be as sick as he really was. Two ounces of 
bloody urine were passed and some voided in- 
voluntarily, so the amount was not determined. 
He died on the seventh day after his accident. 

The chemical investigation and the autopsy 
were performed by Dr. J. L. Blaisdell and he 
is to report this case in detail. Sufficient to say 
that muscle contusion was very extensive, with 
necrosis of the proximal convoluted tubules of 
the kidney, while many large casts were block- 
ing the tubules. Very little change was noted 
in the glomeruli. There was also evidence of a 
toxie disturbance in the liver as if the substance 
in the blood causing the disturbance was having 
some effect on the liver also. 

In a recent issue of the British Medical 
Journal (March 22, 1941), Bywaters and Beall 
have reported patients suffering from crush 
injuries in the bombings now taking place in 
England, in which the patients react very much 
the same as the above patients who have been 
buried under rock in our mines. Bywaters and 
Beall summarize their findings as follows. ‘‘The 
patient has been buried for several hours with 
pressure on a limb. On admission he looks in 
good condition except for swelling of the limb, 
some local anesthesia and whealing. The hemo- 
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globin however, is raised and a few hours later, 
despite vasoconstriction manifested by pallor, 
coldness and sweating the blood pressure falls. 
This is restored to pre-shock level by transfu- 
sions of serum (often multiple), plasma or 
occasionally blood. Anxiety may now arise con- 
cerning the circulation in the injured limb, 
which may show diminution of arterial pulsa- 
tion distally, accompanied by all the changes of 
incipient gangrene. Signs of renal damage soon 
appear and progresses even though the crushed 
limb be amputated. The urinary output, initial- 
ly small, owing perhaps to the severity of the 
shock, diminishes further. The urine contains 
albumin and many dark brown or black granular 
casts. These later decrease in number. The 
patient is alternately drowsy and anxiously 
aware of the severity of his illness. Slight 
generalized cedema, thirst and incessant vomit- 
ing develops and the blood pressure often re- 
mains slightly raised. The blood urea and 
potassium, raised at an early stage, becomes pro- 
gressively higher, and death occurs compara- 
tively suddenly, frequently within a week. 
Necropsy reveals necrosis of muscle and, in the 
renal tubules, degenerative changes and casts 
containing brown pigment.’’ 


CoMMENT 


Extensive crush injuries of the muscles are 
followed by anuria and these patients usually 
die in a week from uremia. We do not know 
what the nephrotoxic agent is which is liberated 
in the blood, reaches the kidneys and causes 
them to cease secreting urine. It has been sug- 
gested that this toxin is a histamine-like sub- 
stance, but this has not been proved. Some 
changes occur in the liver also. Transfusions 
of serum, plasma and blood have been used 
without success. 


TREATMENT 


The treatment for this as other conditions, 
must be directed at the cause. A calculus pro- 
ducing an obstruction must be removed. If 
both ureters are blocked by stones, it is suffi- 
cient to remove the stone or stones from one 
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side and treat the stone on the other side ex- 
pectantly. The one kidney functioning well is 
sufficient to sustain life and bring the nitrogen 
content of the blood down to normal and the 
obstruction on the other side can be removed 
when the patient’s condition is improved, or be 
passed, as happened in this patient. 

The obstruction in the ureters due to sulfa- 
pyridine erystals can be overcome by the pas- 
sage of ureteral catheters. Drainage of the 
pelvis with an inlying catheter is sufficient until 
profuse diuresis is produced with administration 
of large quantities of fluid, both by mouth and 
intravenously. In this way the catheters can 
be removed and the flow of urine from the pelvis 
to the bladder re-established. I do not think 
there is any indication for surgical interference 
until one fails with the ureteral catheter. One 
patient I saw, but have not recorded above, had 
an anuria due to sulfapyridine crystals and 
recovered by foreing fluids both intravenously 
and by mouth. 

The treatment of the group suffering from 
crush injuries is a greater problem. We have 
no specific treatment. The use of intravenous 
fluids, both of normal saline and glucose or 
glucose made up in distilled water, is useful. I 
think that glucose should be made up in dis- 
tilled water if the patient’s non-protein nitrogen 
is over 100 mg. Aminophyllin and caffeine 
sodium benzoate should be used. 

Decapsulation of the kidneys is a desperate 
measure and I am always in doubt as to its 
benefit. There are a few patients who have been 
helped but I often wondered if the kidney would 
not have started to secrete even though the de- 
capsulation had not been done. The use of 
serum, plasma and blood are very useful for 
shock and sustaining the patient, but they do 
not replace or eliminate the agent which has 
done the kidney damage. There is still an open 
field to hunt for the cause of anuria following 
crushing injuries of the muscles. Exsanguina- 
tion transfusions have not been tried nor has 
the blood of these individuals been injected into 
animals to see if anuria or kidney damage 
develops. 








HE growing number of cases recognized to be 

‘‘nail-polish dermatitis’’, following a recent 
report, and further investigation and observa- 
tion of these cases has occasioned this report. 

Sulzberger,? in 1937, first reported nail-polish 
dermatitis as an isolated case, which was sub- 
sequent to, or super-imposed on, a dress dye 
dermatitis, and a further single case was re- 
ported by him in 1940. Since then Hollander* 
reported a series of three cases without, how- 
ever, obtaining positive patch tests to the nail 
polish, and more recently Eller and Kirby-Smith‘ 
have recorded a further series of five cases, with 
findings of scientific interest. Osborne, Jordan 
and Campbell,® in a paper presented before the 
American Dermatological Association in April, 
1941, reported a large series of cases of nail- 
polish dermatitis. The importance of nail polish 
as a cause of certain cases of pruritus vulve and 
pruritus ani was stressed. 

Nail polish is an application made up of 
nitro-cellulose dissolved in certain solvents as a 
base, with the addition of certain resins which 
render it more plastic and adherent, and aniline 
dyes of varying hues. Many other minor in- 
gredients are present in different nail polishes 
according to Osborne, Jordan and Campbell. 

The following observations are based upon a 
series of 34 proved cases of nail-polish derma- 
titis. In agreement with other observers, the 
eczematous eruption occurs more commonly 
about the eyes, the chin, the sides of the neck, 
the supra-clavicular areas and, less commonly, 
the sternal area, the shoulders and upper part 
of the back and neck. More rarely, certain areas 
such as the anterior axillary folds, the ante- 
cubital fosse, the fingers, and the anus were in- 
volved. In one ease in this series a perivulvar 
pruritus with eczematization, which had been 
present for one year, subsided entirely following 
removal of nail polish. It seemed probable, how- 
ever, from the history of this case, that a ring- 
worm or yeast infection may have anteceded the 
acquired sensitivity to nail polish, which was in 
part confirmed by patch tests positive to her nail 
polish. 
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It is recorded here, also, that three patients 
were observed with a seborrhea-like eczema in 
the lumen of the ears only, and they cleared up 
entirely on removal of the nail polish. 

One patient (No. 14, Table II) observed first 
in May, 1940, tried out, over some months, seven _ 
different kinds of nail polish and found that 
each time the application was followed by a 
severe flareup of an edematous, highly irritable 
eczema about the eyes and face generally, within 
eight hours of its application. Many patients 
tested out to different nail polishes invariably 
showed positive patch tests to each, though of 
varying intensity. I have not found that pa- 
tients who have acquired a sensitivity to nail 
polish may use another kind of polish safely, 
but this may be so in isolated cases. 

Through the courtesy of manufacturers of nail 
polish, it was possible to test out a series of 
individuals to certain ingredients. Accordingly, 
25 cases with various dermatoses were chosen at 
random and compared with 19 cases of nail- 
polish dermatitis which were also tested in the 
same manner. The various ingredients are here 
listed and the numbers correspond to those in 
the tables: (1) ethyl acetate, pure (solvent) ; 
(2) butyl acetate, pure (solvent) ; (3) nitrocel- 
lulose solution in butyl acetate; (4) toluene 60 
per cent in olive oil; (5) santolite K (resin) ; 
(6) santolite MS (resin). 

The reactions were observed in 24 hours, again 
in 72 hours, and in some cases in 7 days. 
Usually the reactions recorded in Table I had 
disappeared in 48 to 72 hours. On the other 
hand, those recorded in Table II were at their 
height in 72 hours, and some had not subsided 
entirely in 7 days. In one ease (No. 14, Table 
II) the reaction was intense and a flare-up oc- 
curred about the eyes and face and those areas 
where the patient had originally reacted to her 
nail polish. 

A study of the control series (Table I) in- 
dicates that of these individuals 80 per cent gave 
a mild but distinct reaction to nitrocellulose 
solution in solvent (1 case gave a vesicular reac- 
tion). In this series a few cases gave reactions 
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to toluene, camphor and nail-polish remover. the nitrocellulose solution in butyl acetate in 
No reactions were obtained towards the two 100 per cent of the cases. Further, the intense 
solvents, namely butyl and ethyl acetate, to the reactions obtained in over 50 per cent of these 
resinous substances, or to the composite dyes. cases to resinous substances is again a marked 

The analysis of tests carried out in this series feature. In nearly 50 per cent of these cases 
of nail-polish dermatitis (see Table II) shows moderate reactions were obtained to the dye- 
the very marked increased irritant reaction to stuffs, except in two cases where the reaction 





TaB.e I. 
NAIL-POLISH INGREDIENTS TESTS 
Name Diagnosis No.1 | No.2 | No.3 | No.4 | No.5 | No.6 | No.7 | No. 8 | No.9 
E.J. NS 6.5: whe an eee + he +4 
J.K. st Sad Wiaca baainka +4 oe ++ 
J.B. Re a ee — ae 
Seis) Me a4 Kae as dnceanas +44 ~ pus 
B.G. | Eczema, atopic ........... ao : 
C.C. pS ee + sen s 
S.M. | Mercurial dermatitis....... a 25 nan 
Wee - tN os We eced en deu wk aes Sat 
P.S. Re Pe rr oe a iad ~ 
E.G. Medi vcetensicesae rans oH pe ais 
eet Mass cto. oh ean aeeases on 3 eat 
i ts COcs bane ees a xnees er ae ‘aes 
© in ib aaa mean bs <a eae me 
FS. CR ics gaciaieceaed ~ 3 wee 
W.D. | Lichenified eczema......... oe pet 
co si wa daneacn er ers os ads Pad 
Bes | WONG. osc ocd wecsbevs cs oe ae «3X 
eG: 8 Io cingacawevsoweens a ar tits 
J.H. RR ot ge as os m4 a aa 
L.P. Pct vdteeaiduswotake whe ae re 
Wit 1 es iain cddewnenens a > enn 
A.B. | Neurodermitis............ pas oes + 
Bee | Sealed dads atte kawdas - ee ot 
ae; te a osenscaseeces ie 
F.B. Dermatitis (contact)....... a _ + 
TaB_e II. 
NAIL-POLISH INGREDIENTS TESTS 
Number | Name Diagnosis No.1|No.2| No.8 |No.4| No.5 | No.6 | No.7 | No.8| No. 9 
1 E.C. | Nail-polish dermatitis| ... ote | ee 1 ES TO +++ 1 +44 
2 F.B. - “ ee ae +44 a be wes 
3 N.C. " - ae eee [E++Et+ +++ |) +¢4++ ++ 
4 AS. * = wate eos [+++ ++ +++ + + 
5 U.O. . * wets Te apt oven sie wes ese 
6 D.M. - - ata eee [EEE H] ow. PREAH A EAH) +4 ott 
7 M.B. " = ee one [EEE we. [EEE] tat] EH] tt] oF 
8 R.C. 7 “6 Fas one op ae rah wad 
9 M.T. - . Sess eee | Ht oh ‘eaten — wets 
10 H.P. ~ - ard ‘cs ++ npr: sie oe mane ae 
11 . | M.T. - _ iis eee [Re] Oe. | aE tH OE tt 
12 H.W. - = mere ee | $4+4+ oe 4 Sts +4 nee aia _ 
13 C.T. ” = nahh eee [$+44+ te sia te aS iam 
14 8.8. = . ite ste ++ $t4$e¢4i¢4¢44i4+44+/4+4+4+] + 
15 E.J. . = i eins shape _ — oe oe ieca iis 
16 M.M. - - oe oe. [H+H+H+!] «C}:;.: me ae ais ++]... 
17 N.M. - 2 alive adh ++ eee (++ + Tr --. | ++ 
18 D.D. . ™ abe coe | HHH] fw. | Ht ++ one | HE] OF 
19 A.G. = _ oh .ee | $4+4+)] =... ++ ++ ake stl an 





1. Ethyl acetate. 2. Butyl acetate. 3. Butyl acetate with cotton solution. 4. Toluene in olive oil. 
5. Santolite K. 6. Santolite MS. 7. Cheiee, 60 per cent in olive oil. 8. Dyes and lakes. 
9. Nail polish remover. 
+ =Erythema. 
+-+ =Erythema and cedema. 
+-+-+ =Vesiculation. 
+++-+ =Vesiculation with marked erythema. 
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was vesicular. Mild reactions were also obtained 
in a few cases to camphor and _ nail-polish 
remover. 

It would seem that where there is hyper- 
sensitization of the skin to multiple elements in 
a contact irritant, as shown by patch tests, it 
would be logical to presume that, granting other 
factors are equal, an element consistently pro- 
voking the greatest percentage of reactions in 
the normal skin should therefore be the most 
potent sensitizer, and, therefore, the earliest of 
these multiple substances to provoke an abnor- 
mal reaction. Reactions of a somewhat lesser 
degree of severity to other substances also pres- 
ent may thus have been the more easily ac- 
quired, because of the first reaction to this 
initial irritant, or, it is possible that these 
multiple sensitivities were acquired as a result 
of synergistic action, as has been suggested by 
various observers. It would seem possible that 
lesser reactions to other potential irritants in a 
compound substance have not as yet developed, 
or may never develop, to correspond with the 
severe reactions to the most irritant element 
present, and therefore it is possible that these 
may be viewed as associated reactions only, as a 
manifestation of the heightened sensitivity of 
the skin. Therefore, judging by the severe re- 
actions consistently obtained in all these cases 
to the nitrocellulose solution, it would seem pos- 
sible that the great majority of these cases may 
have been sensitized by this primary irritant. 
The resinous substances, too, are well known for 
their sensitizing qualities, and the severe reac- 
tions obtained in over 50 per cent of these cases 
suggest that they, also, may play an important 
part. The dye-stuffs gave vesicular reactions in 
only two cases, and it would seem to play a 
minor réle in the actual causation. Other 
elements tested in this series would not seem to 
play any part’in this phenomenon. 

It is difficult to see why pure nitrocellulose 
solution should give such consistent vesicular 
patch tests. It has been recently learned that 
benzol is added to this solution, and some patch 
tests carried out in a small series of normal 
persons gave a high percentage of minimal reac- 
tions. Again in five cases of nail-polish derma- 
titis tested out for benzol markedly vesicular and 
even bullous reactions were obtained. 

In the light of the rather certain reactions 
observed in nail-polish cases towards benzol as 
compared to minimal reactions observed in nor- 
mal persons the following investigation was 


made by Dr. A. F. Fowler, in charge of the 
Metabolism Department of the Montreal General 
Hospital. 

‘‘In order to ascertain whether benzene is 
present in certain nail polishes the boiling points 
of various substances were considered, as follows : 


Benzene 


183 — 184° C. 


‘*Six different nail polishes were distilled and 
the fraction of the distillate between 65 and 100° 
e. was collected. Tests were then made on this 
fraction. With this fraction we felt that the 
Eichler test could be used to identify the sub- 
stance. This test is not specific for benzene, 
but is also given by nitrobenzene and phenol. 
However, a positive Eichler test was obtained on 
the fraction distilled between 65 and 100° C. 
on all the samples submittted. A modification 
of this test (Merck Index, 5th ed., p. 705, Test 
No. 1081. Zettschr. anal. Chem., 1934, 96: 21; 
1935, 100: 183) was used.”’ 


SUMMARY 


1. Further clinical observations are recorded 
in 34 cases of nail-polish dermatitis. 

2. Patch tests to various ingredients of nail 
polish in 19 cases are compared with similar 
tests carried out in a series of 25 cases chosen 
at random in the clinic. 

3. As a result of these observations it would 
seem that the basie lacquer (nitrocellulose solu- 
tion) is a highly important and consistent factor 
in this sensitizing process, and that the resinous 
ingredients also may be important in a lesser 
number of cases. 

4. Dyestuffs may be a factor in a very small 
percentage. 

5. The presence of benzol in the nitrocellulose 
solution, and the marked reactions obtained in 
a few cases, suggest that the sensitizing qual- 
ities of this substance may be the decisive factor 
in the nitrocellulose solution. 

6. Further investigation reveals the fact that 


many nail polishes contain certain amounts of 
benzol. 


Since going into print, Palmer,” in a recent article, 
has stated that he believes that the basic lacquer and 
the resins might be more likely factors in sensitization 
than the dye stuffs or the plasticizers, which is in uni- 
formity with my findings. 
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Résumé 


Trente-quatre cas de dermatoses attribuables au poli 
& ongles sont & la base de cette étude ov il est démontré 
que certains ingrédients donnent des ‘‘patch-tests’’ 
positifs lorsqu’ils sont testés au hasard chez des malades 
qui fréquentent la clinique dermatologique pour derma- 
toses variées, et que la grande majorité des ingrédients 
donnent la méme positivité lorsqu’ils sont testés chez 
des porteurs de dermatoses attribuables au poli 4 ongles. 
La laque & la nitrocellulose est l’agent étiologique le 
plus important, puis viennent les résines et les teintures. 
La présence de benzol dans la nitrocellulose rend celle-ci 
plus anaphylactisante. JEAN SAUCIER 


THE PAIN OF CANCER FROM A NEUROSURGEON’S VIEWPOINT* 


By FRANK TURNBULL ~ 


Vancouver 


HE pain of cancer is a visitation of the devil. 

In the beginning it never serves as an ade- 
quate warning of disease. When it arrives the 
growth is almost always long past the stage when 
surgical or radiation therapy will result in cure. 
After the pain is established it frequently in- 
creases in intensity. Near the end it may cause 
agony of a character that is beyond description. 
A pain which first responds to aspirin, soon re- 
quires the addition of codeine in increasing 
doses, then hypodermic injections of codeine or 
morphine, and finally the purposeful develop- 
ment of morphine addiction. 

Medicinal therapy would be satisfactory if 
sedative and narcotic drugs always completely 
allayed the pain. Because the patient’s ex- 
pectaney of life is short there would be little 
concern about changing the character and in- 
creasing the strength of the drug. But therapy 
is nearly always one step or several jumps be- 
hind the pain. Surgeons, even the most sym- 
pathetic, are loathe to order more sedatives. If 
the doctor was treating himself for such a pain 
the drug bill would likely be tripled. From my 
observations cancer patients as a group are 
heroic about pain. When they have to throw 
aside all their reserve and weep for a hypo- 
dermic injection, medical therapy has come to 
a sorry pass. 

Surgical or radiation therapy will often cure 
the disease and at the same time arrest the pain. 
But the cure of cancer is rarely absolute. If 
the patient lives beyond a short span of months 
or years the inevitable recurrence and dissemin- 
ation of the growth occurs. With secondary 


* Read to the staff of the British Columbia Cancer 
Institute, November 25, 1940, and in abstract, to the 
Vancouver Medical Association, April 1, 1941. 


cancerous implants pain is more frequent and 
more severe. 

The judicious use of sedatives and narcotics 
may be entirely satisfactory in cancer which is 
accompanied by mild or moderate pain. These 
cases, which comprise the majority of cancer 
victims, are rarely seen by the neurosurgeon. 
But drugs may have two serious limitations in 
patients with severe pain. Firstly, they may be 
quite incapable of relieving pain, even though 
supplied in massive doses. Secondly, when given 
in a large quantity to patients who are still 
active and well-preserved, they may cause rapid 
physical and mental deterioration which is out 
of all proportion to the progress of the malig- 
nant disease. 

During the past few years it has been claimed 
by some investigators that cobra venom given 
hypodermically in regular small. doses will 
relieve the intractable pains of cancer. The 
mechanism of its action is not understood. It 
is dispensed in 1 c.c. ampoules. The dosage that 
is recommended is two to three ampoules intra- 
muscularly for three to four days and there- 
after one ampoule per day or every second to 
third day as a maintenance dose. My experience 
with this drug is too meagre to draw conclusions. 
For what it is worth I can say that in six cases 
the treatment has been a failure. It might be 
a different story if one were using freshly pre- 
pared venom or a synthetic preparation of the 
active principle. I would like to see the method 
given a wider trial in one of our convalescent 
hospitals, for it must have some merit. The ease 
of application recommends it for patients in 
very poor general condition, and for those with 
eancer of the lung or thyroid where surgical 
measures of relief are impractical. 
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The surgical measures which may be employed 
to relieve the intractable pains of cancer consist 
of alcohol injection of nerves, subarachnoid 
injections of alcohol, section of nerves, and 
cordotomy. There are no fixed rules regarding 
their application. The choice of procedure will 
be influenced by the situation of the pain, the 
patient’s general condition, the state of tissues 
at the site of proposed operation, as well as by 
the operator’s technical ability and experience. 

Two large groups in particular may require 
neurosurgical treatment. There are those pa- 
tients who suffer from pain in the head and 
neck, for whom one may consider alcohol block 
or section of nerves. A still larger group of 
unfortunates are plagued with pain in the lower 
back, pelvis, and legs and for them a subarach- 
noid injection of aleohol or cordotomy may be 
necessary. A consideration of these two groups 
will serve to illustrate the advantage as well as 
the shortcomings of neurosurgery in cancerous 
patients. 

Cancer of the mouth, tongue or nasopharynx 
may cause a great deal of localized pain which 
sometimes, but not always, can be alleviated by 
surgical or radiation treatment. When severe 
pain starts spreading beyond the visible local 
lesion it is not as readily controlled. On a 
strictly anatomical basis it might appear a 
simple problem. Why not cut all the pain 
nerves? 

Pain from the head and neck is conveyed by 
four sets of nerves. These are the two trigeminal 
nerves, which serve the face and jaws, two glosso- 
pharyngeal nerves, which carry sensation from 
the tonsils and pharynx, the sympathetic nerves 
which accompany blood vessels to every part of 
the head, and the cervical nerves supplying the 
neck. Even the vagus nerves may occasionally 
carry pain sensations from the throat and inner 
ear. Whether the sympathetic nerves convey 
painful impulses or merely initiate pain stimuli 
which are then carried by other nerves is a 
matter of debate. For the purpose of this dis- 
cussion it is sufficient to know that if all the 
somatic sensory nerves from an affected area 
are cut there may still remain pain which must 
be related to sympathetic activity. 

It is obviously impractical to consider surgical 
obliteration of all the pain pathways of the 


head and neck. But although the likelihood of 


complete and permanent eradication of pain is 
slight, it is still possible in a large percentage 
of cases to give the patient a reasonable degree 
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of comfort. Relief from pain will be more 
certain in those cases where the pain is localized 
and within the domain of one major nerve. 

The glossopharyngeal and the cervical nerves 
cannot be blocked with alcohol. To obliterate 
any or all of them requires a major operation. 
For section of a glossopharyngeal nerve the ap- 
proach is made through a curved incision behind 
the mastoid. The cerebellum is retracted and 
the nerve exposed at its point of exit from the 
skull. Cervical pain is only satisfactorily con- 
trolled by section of posterior sensory roots 
which are exposed through a hemilaminectomy. 

For pain in the trigeminal area one has a 
choice between alcohol block or surgical section. 
When pain is restricted to the lower side of the 
tongue within its anterior two-thirds, or to the 
lower gum margins, alcohol block of the third 
or mandibular division is the simplest procedure, 
and may be sufficient. Block of any other peri- 
pheral branches of the trigeminal is seldom 
worthwhile. If the pain involves a wide portion 
of the trigeminal area an alcohol block of the 
Gasserian ganglion may frequently be used to 
advantage. 

In the performance of the injection the needle 
passes through the cheek from a point just 
lateral to the angle of the mouth and enters the 
ganglion after passing through the foramen 
ovale. It has to be carried out under local 
anesthesia, with infinite care. Following this 
injection the whole face on the affected side is 
insensitive to painful stimuli. The chief hazard 
is the resultant insensitive cornea which must 
ever after be protected carefully to prevent 
keratitis. For patients who have lost an eye 
through malignant disease, but who are still 
plagued with orbital pain, it is very satisfactory. 

With increasing experience in the use of 
aleohol block of the trigeminal ganglion I am 
beginning to feel that it has a greater place in 
the treatment of the intractable pains of cancer 
than has section of the sensory root. There are, 
however, some definite indications for operative 
section of the sensory root of the trigeminal. 
An obvious example is the patient whose cheek 
is so affected by cancer as to obliterate all the 
landmarks for injection or raise the danger of 
infection. In such eases, retro-Gasserian neurec- 
tomy or medullary tractotomy is indicated. 
When pain involves not only the trigeminal but 
also the glossopharyngeal area, both nerves may 
be sectioned through the same posterior ap- 
proach beside the cerebellum. Frequently the 
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pain has also spread down below the jaw into 
the domain of the cervical nerves. In these 
eases the unilateral cerebellar approach to the 
trigeminal and glossopharyngeal nerves may be 
extended downwards to include a hemilaminec- 
tomy and section of upper cervical posterior 
sensory roots. 

The cases of intractable pain in the lower back, 
pelvis, legs comprise a miscellaneous group. 
What should be done depends chiefly on the 
patient’s general state of health. An important 
factor is the degree of involvement by malignant 
growth of the bladder and rectum and particu- 
larly the degree of voluntary control of these 
organs. 

Alcohol subarachnoid block; which was intro- 
duced into this country only a few years ago, 
received at first a good deal of acclaim, but re- 
cently more criticism and less praise. In this pro- 
cedure, posterior sensory roots as they lie in the 
subarachnoid space are bathed in a strong solu- 
tion of alcohol. Sensory roots from the 12th 
thoracic to the second sacral can be treated in 
this way. The patient is placed on his side with 
the back arched lateralwards so as to bring two 
or three selected posterior roots higher than any 
other part of the subarchnoid space. By a 
lumbar puncture through the nearest interspace 
one-half to one ¢.e. of absolute alcohol is slowly 
injected. The alcohol, being of lower specific 
gravity than cerebrospinal fluid, floats up, sur- 
rounds the roots, and destroys them. The cor- 
responding peripheral areas are made wholly or 
partially anesthetic to pain. It is not a difficult 
or a painful operation. If the pain is restricted 
to two or three lumbar segments on one side 
it is a satisfactory treatment. But the pain 
usually involves many segments and commonly 
both sides. If one attempts to anesthetize a 
number of lumbar and sacral segments there is 
grave danger of causing flaccid incontinence of 
bladder and bowel. It is possible to deal with 
the affected roots in a careful series of alcohol 
injections and stop just short of serious weak- 
ness of the sphincters. In my experience one 
may relieve, but not completely abolish the pains 
in this way. If the patient is already incon- 
tinent as a result of cancer, or is bed-ridden in 
a hopelessly advanced stage, it cannot make him 
any worse and, when used radically, has great 
value. 

The only procedure which will completely 
relieve widespread pains in the pelvis and legs 
without paralyzing bladder and bowel is cordo- 


tomy, a transection of the pain tracts in the 
spinal cord. The operation is usually performed 
at the level of the third thoracic segment. This 
is high enough to arrest not only painful im- 
pulses which are carried in by the lumbar and 
sacral nerves but also sensory fibres which 
ascend with sympathetic fibres outside the spinal 
canal and enter the cord in the upper thoracic 
region, 

The lamine of two vertebre are removed, the 
cord exposed, and then with the aid of very 
definite landmarks the anterolateral pain tracts 
are transected. A general anesthetic is pre- 
ferable although a local anesthetic can be used. 
The operation is completed in one and a half 
hours or less. If a bilateral section of the pain 
tracts is made the bladder will require catheteri- 
zation for a period of five to ten days. The 
patient may be out of bed in two weeks. There 
is rarely more than temporary weakness of the 
legs. For pain associated with carcinoma of the 
abdomen or pelvis it is advisable to section the 
pain tracts on both sides even though the pains 
are referred almost entirely to one side. 

The use of a major operation for purely 
symptomatic treatment in a patient with a hope- 
less prognosis is obviously a very serious matter. 
Two questions must be answered beforehand. 
How long is the patient likely to suffer or, more 
precisely, how long has he got to live? Is he 
able to stand the operation? Exact prognosis 
of life expectancy is a most difficult matter ex- 
cept in the last stages. As a rule I think that 
we tend to overestimate the number of years in 
the early stages, but underestimate. the number 
of months near the end. We are prone to say, 
‘“Why operate, he will likely be dead in a couple 
of months,’’ and then find that we are still 
facing the same problem in the same patient 
four months later. The immediate operative 
risk is slight in patients who are in reasonably 
good condition. 

They can stand a great deal if it will rid 
them of pain. I have twice had the unhappy 
experience of not making one of my incisions 
into the cord deep enough. Following operation 
the level of anesthesia to pain did not reach 
high enough on one side. The total pain was 
greatly reduced but that was not enough. In 
the first case a natural reluctance to submit the 
patient to a second operation and re-open the 
operative wound led to procrastination and an 
unsatisfactory cure. In the second ease I re- 
opened the wound within twenty-four hours, 
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completed the operation, and had the most 
gratifying result that I have yet witnessed. 

Cordotomy in a patient who has already had 
subarachnoid injections of alcohol is fraught 
with danger. The combination is very likely to 
cause a permanent flaccid incontinence of blad- 
der and bowel. It is unwise to employ the 
aleohol injection unless there is no likelihood of 
eordotomy ever being required. 

Neurosurgical relief of the intractable pains 
of cancer is usually requested at too late a stage. 
The time to consider such treatment is when the 
pain becomes so severe that it does not respond 
completely to moderate sedation. 


Résumé 


Contre les douleurs dues aux diverses formes du cancer 
le neurochirurgien a & sa disposition les injections intra- 
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nerveuses d’alcool, 1’injection sous-arachnoidienne d’al- 
cool, les sections-de nerfs et la cordotomie. En général, 
ces procédés sont utilisés chez les malades dont les 
douleurs sont situées 4 la téte ou au cou, ou encore, au 
bassin, aux lombes et aux membres inférieurs. Le choix 
de l’opération est affaire de localization et de prévision 
de succés, Le probléme est complexe car les voies de la 
douleur dépassent souvent les avenues traditionnelles. 
On se contente parfois d’un confort relatif et d’une 
simple diminution des algies, surtout 4 la bouche et au 
cou. Tous les nerfs ne peuvent pas étre bloqués par 
l’aleool; parfois il faut injecter 1’alcool dans le ganglion 
lui-méme comme c’est le cas lorsque le cancer détermine 
des névralgies rebelles du trijumeau. Dans les grosses 
lésions cancéreuses de la joue, on fait la section rétro- 
gassérienne. On fait encore la tractotomie du V et du 
IX, et & la région cervicale la rhizotomie postérieure. 
Le blocage sous-arachnoidien & 1’alcool n’assure pas de 
garantie absolue d’anesthésie et donne des ennuis 
sphinctériens. Seule la cordotomie enléve radicalement 
les douleurs sans paralyser la vessie et le rectum. Il faut 
opérer dés que la douleur n’est plus calmée par les 
sédatifs habituels. JEAN SAUCIER 


INTERSTITIAL CYSTITIS* 


By EMERSON SMITH AND F. D. Conroy 


Montreal 


HE term we have chosen to use for this con- 

dition, which has been referred to in the 
literature under a host of names, is probably 
the most ancient of them all, for Skene in 1887 
reported a few cases of a rare bladder disease, 
which he called ‘‘interstitial eystitis’’. Mercier 
and Le Fur, of France, in 1907 described some 
eases which we now believe to be the same con- 
dition. About the same time, Nitze, of Germany, 
described it under ‘‘cystitis parenchymatosa’’. 
It remained for Hunner in 1909 first to recog- 
nize these cases as a clinical entity, and he pub- 
lished his first paper in 1915, using the term 
‘elusive ulecer’’. Kretschmer in 1920 reported 
his results in 14 cases, using Hunner’s term 
‘‘elusive ulcer’’. Since that time he has been 
the most prominent and enthusiastic writer on 
this subject.. It is probably safe to say that 
nothing has been added to Hunner’s original 
description of this condition, and that progress 
has been along the lines of therapy and the more 
frequent recognition of the disease. It is not a 
true ulcer of the bladder, and it is not elusive. 


ETIOLOGY 
It is a disease of adult life, occurring mostly 
in females between the ages of 40 to 60 years; 
we have had no cases under 40 years, and our 
average is 48 years. Its incidence in males is 


*From the Department of Urology, Royal Victoria 
Hospital, Montreal. 

Read before the Canadian Medical Association 
Meeting, Winnipeg, June 26, 1941. 


variously quoted from zero to 15 per cent. To 
date we have found no eases in the male. 
Hunner originally thought that the cause of 
interstitial cystitis was a focus of infection some- 
where else in the body, and also attributed many 
eases to an initial granular urethritis. Herbst 
has delved deeper into etiology than most, hav- 
ing done some experimental work on dogs in 
1937. In a number of animals he ligated the 
vessels of the posterior wall and vertex on the 
external aspect of the bladder. To this area 
he then sutured the vagina and uterine horns, 
first scraping the external surface of the blad- 
der to encourage adhesions. In some cases he 
placed an infected spicule of bone from a tooth 
abseess (S. viridans) between the sutured 
organs, and he was able to produce a lesion that 
resembled interstitial cystitis both cystoscopi- 
cally and histologically. In no case did the 
infective process from the bone spicule penetrate 
the serosa of the bladder wall. Whether these 
experiments produced the genuine disease or not, 
it seems to us they are based on a sound hypo- 
thesis, for all workers have found this condition 
oceurring predominantly in females. Also, they 


have often undergone at least one, and some- 


times several, pelvic or abdominal operations. 
Although these have been thought due to errors 
in diagnosis, it may be possible in some cases 
that they are an etiological factor in the disease. 
From all this it would seem that we are still 
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groping in the dark as to a primary single cause 
of interstitial cystitis, if there be one. 


PATHOLOGY 


We have discovered no autopsy report of 
these eases, and therefore must rely on the 
pathological report on specimens removed at 
operation. Since surgical intervention is seldom 
if ever warranted, we have no such specimen of 
our own, but will here give the consensus in 
the literature as to the pathology. 

It is a picture of chronic inflammation, in- 
volving all the bladder coats, and, although it 
has generally been described as being localized to 
the involved area in the region of the vault, 
Higgins points out that the bladder wall gen- 
erally, exclusive of the trigone, is involved to 
a lesser degree by the same process. At the site 
of the ulcer-appearing area there is either loss 
of epithelium or replacement of the transitional 
cell type by a flattened type. The loose areolar 
tissue of the normal submucosa is replaced by 
fibrous connective tissue containing numerous 
capillaries and lymph spaces. These are en- 
gorged with red blood cells and leucocytes, and 
there is much round cell infiltration. A thick 
basement membrane is often described. The 
muscularis is usually involved, being hyper- 
trophied and containing in its interstitial tissues 
enlarged lymph spaces filled with small round 
cells. It has rarely been noted that the disease 
process affected the perivesical tissues, but oc- 
casionally there are peritoneal adhesions present. 


SYMPTOMS 
PO ca kcnnsncpacdtasene 100 per cent 
Suprapubic ache or pain ...... 100 ‘‘ ¢¢ 
WH  dwaddaseddsewssceaws o£ ff 
DEE. tsickesesuiaeseucviedia _. + 
Hematuria (gross) ........... ee ie 
+ (microscopic) ...,. - ae. oS 


Rarely is there a patient who has not been 
treated by other physicians; if a female, she 
has probably undergone one or more pelvic or 
intra-abdominal operations. Often, also, she 
may have had one or more cystosecopie examina- 
tions, and has been assured that there is no 
disease of the urinary tract. 

Frequency of urination is the paramount 
symptom and is essential to the diagnosis. ‘ In 
few other conditions do patients have such 
severe frequency, often voiding every 20 minutes. 

Next in order is urgency, which in some cases 
almost amounts to incontinence. It is usually 
associated with suprapubic pain; in fact we have 
not-encountered a single ease that did not have 


this latter symptom. It is due to this pain, 
which may also be referred to the rectum, back, 
or lower abdomen, that many undiagnosed cases 
undergo useless operations before the true state 
of affairs is discovered. 

Dysuria is a variable complaint occurring in 
about one-third of the cases. As with supra- 
pubie distress it is relieved temporarily by 
micturition. 

Hematuria is an infrequent sign, although by 
no means an infrequent finding microscopically. 
It probably only occurs in the acute stage of 
the disease.. 

The duration of all or any of the above symp- 
toms does not seem to be of any diagnostic value, 
although rarely is a case diagnosed early. We 
have encountered no eases with a history under 
two years’ duration; the average in our series 
was four and a half years. 


SIGNS AND CysToscoPpic FINDINGS 


Physical signs are conspicuous by their ab- 
sence, and those present are not always typical 
of any disease. For the most part these patients 
are very nervous persons, who have previously 
been classified as neuroties (who would not be 
a nervous wreck if she had to void every 20 to 
30 minutes for months or even years?). As a 
rule they are in fairly good health apart from 
the bladder condition. 

The urological examination generally reveals 
a elear urine, which may or may not contain 
some microscopic blood. The presence of pus in 
the urine suggests that it is not an interstitial 
cystitis. Hinman states that only 20 per cent 
of his cases were infected; these he attributed 
to previous treatment or instrumentation, and 
with this idea we agree. 

The bladder capacity is the most valuable 
single sign, and its estimation routinely in all 
females with bladder symptoms and a negative 
urine is important. A bladder capacity of 150 
c.c. or less, and a negative urine is very sugges- 
tive of interstitial cystitis; a capacity of over 
250 ¢c.c. makes the diagnosis improbable. The 
capacity may be easily measured by filling the 


bladder by eatheter until the desire to void be- 


comes urgent, and then measuring all the fluid 
that can be drained off. 
At cystosecopie examination a distinction must 


be made between the picture found in the aeute 


stage and that in the chronie phase of the dis- 
ease. Most descriptions of the lesion concern 
the former—we have only seen three such cases. 
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It would appear that the term ‘‘elusive ulcer’’ 
was probably first used to describe this acute 
picture. 

An anesthetic will be necessary if the lesion 
is to be well demonstrated, otherwise sufficient 
bladder distension will not be tolerated. The 
trigone including the ureteral orifices is never 
involved, but the vault in the region of the air 
bubble is the site of predilection. 

In an acute case there are one or more small 
areas in the bladder mucosa having the appear- 
ance of a red welt. These tend to have a linear 
shape. In chronic cases these areas are rarely 
single and appear as blanched patches of scar- 
ring. If the bladder is gradually distended 
they bleed freely, especially if acute, and the 
mucosa will form bleeding cracks radiating away 
from the lesion. To a lesser degree this is what 
occurs every time the patient’s bladder becomes 
slightly distended, causing pain and urgency. 
When these areas and mucosal cracks heal, pale 
scarred patches with radiating lines of mucosal 
searring occur. This will give a variety of pic- 
tures in the late cases. It is thought that often 
these lesions heal completely, at least super- 
ficially, accounting for the occasional absence 


of cystoscopic findings in a clinically typical 
ease. 


The neighbouring bladder mucosa is of normal 
appearance, but if the bladder is distended very 
much before its complete inspection the field 
will be obscured by blood, in all but the very 
chronic cases. 


DIFFERENTIAL DIAGNOSIS 


Tuberculosis may be thought of on account 
of the frequency of urination, hematuria, and 
sterile urine culture, but cases of renal tuber- 
culosis in the absence of pyuria are few and far 
between. The upper urinary tract never shows 
any secondary involvement in true interstitial 
cystitis. 

The cystoscopie picture and small bladder 
capacity might be found in eases of chronic in- 
fective cystitis, but the presence of pyuria places 
it in its proper category. 

Differentiation from the ‘‘iceberg’’ type of 
vesical carcinoma may be impossible except by 
biopsy. 

The other causes of so-called ‘‘bladder neu- 
roses’? must be ruled out, such as stricture of 
the urethra, various types of trigonitis, and 
stricture of the ureter. These conditions may 
have a clear urine and similar symptoms to 
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interstitial cystitis, and it will require routine 
genito-urinary examination to rule them out. 


TREATMENT 


When Hunner first described this disease he 
advocated resection of the ulcer-bearing area, 
but a few years later reported about 50 per cent 
recurrence. Kretschmer reports 50 per cent 
recurrence, while Engel states that he had 100 
per cent recurrence in 5 cases resected. It is 
the general opinion today that they will all 
recur after excision, due to the extent of the 
lesion, which may involve over half of the 
bladder wall. 

Hunner then advocated silver nitrate instilla- 
tion in inereasing strengths up to 1 per cent. 
Of late he is using instillations of pure carbolic 
acid. These instillations of caustic substances 
have not become very popular with either the 
surgeons or the patients, since it is a rather 
heroic procedure giving only temporary results. 

Alexander and Christie in 1936 experimented 
with dogs, using submucous injections of alcohol. 
They found the result to be necrosis with fibrous 
tissue development and scar-formation. It has 
been used cystoscopically by Hinman and others 
in the treatment of this disease, but we fail to 
see its advantages over other methods. It may 
be of use in early acute cases to relieve the pain 
temporarily, and encourage the submucosal 
fibrosis that is the natural course of the disease. 

Injection in the paravertebral sympathetic 
chain has been performed by Engel, with no 
results; and Braasch et al. have done a pre- 
sacral neurectomy on a number of cases with 
practically 100 per cent failure to get a per- 
manent result. | 

As with all chronic conditions of the bladder 
transplantation of the ureters has occasionally 
been performed. 

Our routine treatment in these cases consists 
of gradual dilatation of the bladder under spinal 
anesthesia by hydrostatic pressure. At the 
same time the bladder mucosa is inspected 
eystoscopically, and, if the condition is acute, 
any typical lesions that appear are fulgurated 
superficially with the electrode. We agree with 
Hinman that deep fulguration is not only useless 
but also dangerous. ase 

In the later cases, dilatation alone is usually 
successful, and the patients are advised to return 
for repeated dilatation if the symptoms recur. 
The average number of treatments in our series 
was three. If the diagnosis is correct the results 
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are immediate, and the day following the opera- 
tion the patient will notice a marked improve- 
ment. A course of short wave therapy to the 
bladder region is then begun. 

The patient must be warned that the symp- 
toms will most likely recur in a matter of weeks 
or months, and that a permanent cure must not 
be expected following one treatment. 


PROGNOSIS 

In reviewing the literature it seems that a 
very small number of cases have been followed 
throughout their lifetime, but on the average 
about 20 per cent of cases have been pronounced 
cured, and about 30 per cent have been pro- 
nounced unimproved, using all types of treat- 
ment. Three cases of carcinoma of the bladder 


occurring at the site of this lesion have been © 


reported. To date we have had no patient who 
was not in some measure improved following 


our routine, even though in many cases the 
symptoms began to recur within a couple of 
months. 


SUMMARY 


Interstitial cystitis occurs most frequently in 
females over the age of 40 years. 


The chief complaints’ are frequency and 
urgency of urination and suprapubic pain. 


Urinalysis is essentially negative except for 
microscopic blood. 


There are many forms of treatment, but we 
prefer overdistension of the bladder under anzs- 
thesia, plus superficial fulguration in acute 
cases, and short wave therapy. 
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SERIOUS INJURY TO THE RECTUM FROM IMPROPERLY 
ADMINISTERED ENEMAS* 


By H. C. BALLON AND ALTON GOLDBLOOM 


Montreal 


HAT the rectum may sustain serious injury 

as the result of an improperly administered 
enema is not well recognized in the American 
literature; the English literature on the other 
hand contains more numerous references to this 
accident. 

In the experience of most observers who have 
written on this subject, the most essential factor 
in the production of the injury is the use of a 
hard nozzle, usually of bone, hard rubber or 
metal, and several inches in length. Since such 
nozzles are usually attached to syringes or rubber 
bulbs, the pressure with which the enema is 
given becomes another important consideration. 
The injury may be caused by first sucking the 
rectal mucous membrane into the opening or 
openings of the tube. The relatively insensitive 
rectum will cause little or no complaint on the 
part of the patient, and hence the enema fluid 
may be injected into the lacerated rectum. Ir- 
revocable damage may thus result, for it may 





*From the Departments of Surgery and Pediatrics, 
Jewish General Hospital, Montreal. 

Read at the meeting of the Canadian Society for the 
Study of Diseases of Children, Brockville, Ont., June 14, 
1941, 


be hours or days, as has been noted by others, 
before the patient may complain of severe pain, 
which by this time is usually referred either to 
the abdomen or to the rectum or perineum, A 
rectal examination may at this time give a clue 
to the true nature of the complaint.. 

Local factors, such as hemorrhoids, polyps, 
prolapse, may contribute to the production of 
this accident. The experience of the person 
administering the enema may also play some 
part. Rayner has drawn attention to the medico- 
legal aspects of the problem, for in some in- 
stances where trauma resulted, the enema or 
irrigation was administered by a person con- 
sidered competent. 

Following the injury, the injected fluid may 
escape through the injured rectum either direct- 
ly into the peritoneal cavity, or the pressure of 
the syringe may strip the anal and rectal mucosa 
and the fluid may dissect its way over a large 
portion of the bowe!, the extent depending, of 
course, on the amount of fluid injected (Rayner). 
The injected fluid may also take the course of 
the fascial planes; sloughing of the rectal 
mucosa may also occur. 
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In 1930 King reported a case of rectal injury, 
caused by the administration of a simple enema 
with a hard nozzle and syringe, to a 6-para, 
three days after a perfectly normal parturition. 
Pain with some bleeding had occurred during the 
injection. There was immediate swelling of the 
perineum. The following day the perineal swell- 
ing had increased and in addition to abdominal 
pain there were definite signs of peritonitis. The 
abdomen was opened. When the peritoneum 
was incised purulent fluid escaped. This was 
subsequently found to be sterile. The rectum 
and sigmoid were found to be greatly swollen 
and dark blue in colour, The site of the per- 
foration could not be identified. Convalescence 
was stormy, and the patient was left with a 
rectal stricture. The soap employed in the 
enema was found to contain more free caustic 
and alkali carbonate than the B.P. standard. 
This case was presented before the North of 
England Obstetrical and Gynecological Society 
in 1929, when Professor Fletcher Shaw, in dis- 
cussion, referred to a somewhat similar case. 
The injury to his patient, which occurred in 
1922, had been caused during labour. Three 
months later permanent occlusion of the rectum 
resulted. 

At the same meeting Miss Nicholson reported 
two cases with one fatality. In one the injury 
oceurred just before delivery, in the other some 
time before the completion of labour. In the 
latter fatal case, ‘‘forceps were used to complete 
the delivery, which was followed by sloughing 
of the rectum and vaginal walls, and the pro- 
lapse of gangrenous loops of tissue out of the 
cavity, closely resembling coils of small gut.’’ 
Kelly referred to a case in which sloughing of 
the mucous membrane was said to have been 
caused by too hot enema fluid. 

Rayner’s important publication, upon which 
we have drawn freely, appeared in 1930. In 
this he stated that he had encountered three 
examples of the condition. All had occurred in 
men who suffered from unexplained pyrexia. 
One of these had a tear, devoid of mucous mem- 
brane, which extended upwards from the anus 
for about four inches. In another a slough was 
drawn out ten days after the injury. 

Bastedo in 1932 reported that in two in- 
stances he had found a torn rectal valve and in 
several others injured or severed polyps. On 
these occasions nurses had found in the return 
a piece of flesh which proved to be a detached 
polyps. These traumas ‘‘resulted from the use 
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of a too stiff tube or a tube with a sharp-edged 
terminal opening’’. 

Pinnock reported two eases in 1937, In the 
first instance a female aged fifty-five was seized 
with severe abdominal pain and shock following 
a colonic lavage. A long metal tube with two 
lateral openings had been employed for this 
lavage. No tear could be felt upon rectal ex- 
amination but there was a little blood upon the 
withdrawn examining finger. On opening the 
abdomen about half a pint of thin fluid was 
found in the pelvis. The most striking finding 
was ‘‘the enormous extraperitoneal edema in 
the pelvis on the left side obscuring the rectum, 
bladder, and the iliac and descending colon’’. 
The pelvis was drained, and a cecostomy per- 
formed. The post-operative course was stormy. 
Two weeks later injection of the abdominal sinus 
revealed a pocket at the back of the rectum 
opposite the sacrum. The coccyx was removed 
and this area drained. This patient recovered. 
Pinnock’s second case was a male aged fifty-five. 
In this instance a Higginson syringe with a 
bone nozzle had been employed. Bleeding oce- 
curred when the enema was given, and during 
the next few days the patient passed nothing 
but blood per rectum. Five days later he 
passed a slough of necrosed mucous membrane 
seven inches long and one and one-half inches 
wide which came from the posterior wall of the 
rectum. The anal region was found to be 
swollen, there were hemorrhoids and above this 
a thickening in the mucous membrane of the 
right postero-lateral wall of the rectum which 
extended as high as the finger could reach. Only 
two or three bulbfuls of fluid had been injected 
in this ease. A cxcostomy was now performed. 
The patient died five days later from a cerebral 
embolus. 

Galbraith reported a case in 1937. A female, 
aged fifty-six, while ill with pneumonia was 
given an enema by her daughter. A Higginson’s 
syringe with a bone nozzle was used. The enema 
did not provoke pain. Retention of urine and 
rectal pain were attributed to hemorrhoids. On 
the eighth day the rectal pain became more 
severe and ‘‘fecal matter was noticed issuing 
from the vagina and there was also incontinence 
of feces’’. A rectal examination ten days after 
the giving of the enema showed no trace of the 
rectum, instead, ‘‘a huge eavity, limited by the 
coecyx and sacrum and in front by the posterior 
vaginal wall in the distal part of which there 
was an opening of a size sufficient to admit the 
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index finger. Within the anus there was only 
a narrow track, which was lined by granulation 
tissue and which would not admit a finger.’’ 
The peritoneal cavity was explored but no ab- 
normality was noted. A permanent colostomy 
was established. Following the operation the 
retention of urine was relieved and the recto- 
vaginal fistula healed. 


CasE REPORT 


J.S., a female aged five years, was admitted to the 
Jewish General Hospital on October 11, 1940. Her 
complaints were nausea, vomiting, and crampy ab- 
dominal pain. The nausea and vomiting were of 
twelve hours’ duration, the abdominal pain appeared 
four hours later. On five or six occasions the child 
thought she was going to have a bowel movement but 
passed nothing but bright blood in thin streaks. She 
continued to have tenesmus-like abdominal pains with- 
out stools. Ten days previous to her admission she 
had fractured her left clavicle. This same clavicle had 
been fractured in 1939. A tonsillectomy in 1939 
had not been followed by any excessive bleeding. The 
admission differential diagnosis rested between dysentery 
and an acute abdominal condition. 

At first the abdomen was relatively flat but tense. 
It was everywhere tender particularly in the right 
lower quadrant. Bright blood and mucus were ob- 
served about the anus. The external sphincter was 
markedly atonic, the anal orifice patulous and fissured. 
This suggested that something had been introduced 
into the rectum. Rectal examination revealed a very 
large round anteriorly placed mass which could not 
be outlined and appeared to push the uterus to the 
right. The pulse was 110, the temperature 99.3 by 
mouth, respirations 24 to the minute. The blood count 
showed 2,600,000 red blood cells per ¢c.mm., a leuco- 
cyte count of 9,000 and 60 per cent hemoglobin. A 
small particle of stool obtained by the finger gave a 
four plus benzidene reaction. Dr. Brotman procto- 
scoped the patient and reported that the mucous 
membrane of the rectum and anus was congested. The 
injected mucous membrane nowhere showed any gross 
ulceration. The proctoscope could only be passed for 
a distance of 10 em. since no lumen could be visualized 
beyond this point. All along the visualized portion 
of the rectum and from above, blood appeared to be 
pouring out. The pulse rate was now 140 to the 
minute and the abdomen distended and very rigid. 
The child was therefore taken to the operating room 
with a pre-operative diagnosis of intussusception. 

A dissection was carried out through a right rectus 
incision about 414 inches long. When the peritoneum 
was incised, about 250 ¢.c. of dark bloody, odourless 
fluid escaped. This was followed by the escape of a 
like quantity of bright blood. The immediate thought 
was that when this child had fractured her clavicle 
she had suffered a tear in some solid organ like the 
spleen or kidney. The small intestine which presented 
was everywhere normal. There were no petechie in 
the mesentery of the small intestine; no beading such 
as one might expect in periarteritis nodosa. A dark 
blue mass was found in the pelvis. By picking up 
the descending colon and following it down it became 
obvious that the mass, which had also suggested such 
possibilities as tumour or a ruptured cyst, was con- 
tinuous with the descending colon. It was clear that 
there was no intussusception. The uterus, ovaries, and 
tubes, liver and spleen were all normal. On the 
anterior surface of the rectum and sigmoid, which 
were dark blue in colour and greatly swollen for a 
distance of at least 5 inches, there were numerous 
jagged tears in the serosa, From these tears bright 
blood was escaping. Through them one could see 
clots. Palpation of the rectum suggested the presence 


of a mass within its lumen. However, with the con- 
tinued escape of blood the mass kept getting smaller. 
The tremendous collar of edema in and about the 
rectum extended down to the anus and also in the 
fascial planes which extended laterally to the pelvis. 
Obviously the blood had dissected up between the 
mucosa and muscularis, in places higher up through 
and between the muscularis and serosa. By actual 
measurement the examiner’s finger could only extend 
up the rectum for a distance of three inches. The 
operator then did a rectal examination with his right 
hand and inserted a tube into the rectum wall beyond 
the tear. Previous attempts to close the tears had 
been unsuccessful, for the ligatures would not hold. 
With the rectal tube in place deeper sutures were 
placed without fear of occluding the rectal lumen. 
Four interrupted sutures permitted of a fairly satis- 
factory closure of the tears. Two drains, which also 
acted as packs, were placed in the pelvis over the 
rectum. A hemogram following the operation failed 
to reveal any evidence of a blood dyscrasia. 

When the father was informed of the findings, he 
told us that his child had been given an enema by 
her mother because of constipation. The enema had 
been given with a hard rubber nozzle and bulb syringe. 

The immediate post-operative course was stormy. 
Continuous intravenous glucose saline was given for 
a number of days, two blood transfusions and large 
doses of sulfathiazol. Smears and cultures of the 
stool were subsequently reported negative for amebe 
and dysentery bacilli. The bloody fluid obtained from 
the peritoneal cavity proved to be sterile. 

Our case is the first in which free blood was 
found in the peritoneal cavity following an 
injury to the rectum from an improperly ad- 
ministered enema. It was felt that the rectal 
tube which was sutured to the anus would obvi- 
ate the necessity for a cecostomy, and this 
fortunately proved to be the case. The happy 
outcome was undoubtely due in no small measure 
to the absence of infected material from the 
peritoneal cavity. It cannot be denied that the 
proctoscopie examination may have set up fresh 
bleeding. However, it is well to recollect that 
blood was observed per rectum, that'a large mass 
actually in and not outside the rectum and 
severe ansemia were all present before the child 
was proctoscoped. For eleven post-operative 
days the child passed varying amounts of blood 
per rectum. Dr. A. T. Bazin suggested that 
the patulous sphincter might have been due to 
paralysis of the sphincter by the dissecting 
hematoma. This interesting sign did not com- 
pletely disappear for fifteen days. Previously 
incontinent as to stool the child was able to 
control her bowel movements when the sphincter 
returned to its normal shape and tone. The 
first bowel movement occurred on the third post- 
operative day. The rectal tube was pulled down 
a little and shortened on the third day, it was 
removed on the fifth day. The pulse rate 
hovered between 160 and 120 for four days, it 
then gradually dropped to 100 within a week. 
The blood pressure remained steady after the 
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second day, the temperature which was 104° 
by mouth shortly after the operation returned 
to normal within six days. Vomiting persisted 
for a number of days. The dressings showed 
bloody discharge for 15 days, the drains were 
removed on the eighth day. The child was 
placed on a full non-residue diet on the thirteenth 
day and was discharged on the seventeenth post- 
operative day. 

Sallick and others have pointed out that 
perforation of the rectum during proctoscopy 
and sigmoidoscopy can and does occur, occa- 
sionally even when the instrument is in the most 
skilful hands. It should be obvious, therefore, 
that a rigid enema tube must be regarded as a 
dangerous instrument particularly when it is 
placed in the hands of one unfamiliar with the 
anatomy of the rectum. 

It is possible that rectal fissures which are so 
common in infaney and childhood are in some 
instances caused by improperly or too frequent- 
ly administered enemata ? 


SUMMARY 


A ease in which the rectum was injured by 
an improperly administered enema is reported ; 
the literature has also been reviewed. The most 
important factor in the production of the injury 
is the use of a hard nozzle. 
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RéEsuME 


Histoire compléte d’un cas personnel et revue de la 
littérature, & peu prés exclusivement anglaise. Les lave- 
ments pratiqués avec des canules rigides sont respon- 
sables de la plupart des blessures rectales et des com- 
plications parfois mortelles qui en résultent. A cause 
des dangers de 1’introduction de canules dures, la recto- 
scopie doit étre faite avec la plus grande prudence. Les 
dégats observés varient entre la simple érosion de la 
muqueuse et la péritonite. Il n’est pas rare, par ailleurs, 
d’observer d’énormes abcés disséquants. En somme, le 
simple lavement n’est pas une procédure anodine, et il 
faut le pratiquer avec la plus grande douceur. 

JEAN SAUCIER 
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Case Reports 


FRIEDLANDER’S BACILLUS PYAZMIA 
By A. L. Gorpon, M.D., C.M. 


Department of Pathology and Bacteriology, 
University of Toronto 


Pyemia due to the organism variously known 
as Friedlander’s bacillus, B. mucosus capsulatus 
or B. pneumoniz, is not a common condition. 
Recently a case was observed in this department 
in. which Friedlinder’s bacillus pyemia was a 
complication of diabetes and had its probable 
site of origin in a prostatic infection. These 
circumstances, we feel, are of sufficient interest 
to merit reporting the ease. 


This patient was admitted to Prof. Duncan 
Graham’s service, Toronto General Hospital, September 
25, 1940. He was a 64 year old man who had been 
in good health until 2 or 3 years before death, when 
he began to lose energy and lost a total of 40 pounds 
of weight. In the 3 or 4 months before death these 
symptoms increased, and thirst, polyuria and pains in 
the legs became troublesome. Three weeks before 
death he lost his appetite and became too weak to 
work. Epigastric discomfort and vomiting began 3 
days before death. Sugar was found in the urine by 


his physician, and he was admitted to hospital one 


day before death. He did not void for two days 
before admission. 
the urinary tract was elicited. 


No history suggesting infection of 


On admission the patient was found to be stuporous 
and only able to respond to a few questions. He was 
emaciated and dehydrated and the breath had an 
acetone odour. The temperature was 100° by rectum. 
A few moist rales were present at both lung bases. 
The liver margin was felt two fingers’ breadth below 
the costal margin and diffuse abdominal tenderness 
was present. 

Laboratory investigation provided the following in- 
formation. Blood sugar, 572 mg.; CO, combining 
power 39 volumes per cent. Serum, Rothera 3+-. White 
blood cells 15,000. Urine examination, specific gravity 
1.024; albumin, trace; sugar 4+; acetone 3+; benzi- 
dine test positive; microscopic, a few white blood cells. 
A blood culture was not obtained. 

The condition of acidosis was well controlled with- 
in 8 hours by the administration of insulin and intra- 
venous glucose in saline. The temperature rose 
steadily, however, from 100 to 105° at the time of 
death. Death occurred 36 hours after admission. 

The clinical diagnosis was diabetes mellitus and 
diabetic acidosis. 

Autopsy.—The autopsy findings of chief interest were 
in the lungs, liver, kidneys and prostate. 

The lungs weighed 605 and 675 grams respectively 
and were congested but not diffusely consolidated. 
Many firm, pale, circumscribed subpleural nodules were 
seen on the surface of the lungs. These varied from 1 
to 2 em. in diameter and on sectioning many of these 
were found to contain frank pus, others were firm and 
yellowish. No pleurisy was observed grossly. The liver 
was enlarged slightly, weighing 1,662 grams. The sur- 
face of the right lobe showed several small, soft, yel- 
lowish areas. When the liver was sectioned the right 
lobe was seen to contain many small abscesses, from 
which yellowish pus poured out. In one area these had 
become confluent. None of the abscesses were thick- 
walled, but they appeared to be of recent origin, The 
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left lobe of the liver was normal in colour and pattern. 
The kidneys were of normal size, weighing 140 and 156 
grams. The left kidney contained small, confluent, 
cortical abscesses in the upper portion, and a little free 
pus was seen in the perinephric space. In the right 
kidney a few-small cortical abscesses were found. The 
renal pelves and the ureters were normal. The prostate 
showed moderate median lobe enlargement and a small 
adenoma in the left lobe. From the cut surface of the 
prostate pus could be expressed from many tiny abscesses. 
The seminal vesicles and epididymes were normal. No 
thrombosis of the prostatic venous plexus was present. 

Microscopical examination revealed nothing worthy 
of note other than the acute abscesses. 


Bacteriological examination showed large numbers of 
heavily encapsulated Gram-negative bacilli in smears of 
the liver, lung and prostatic pus. Cultures from the 
liver abscesses and the heart’s blood grew similar 
organisms, which were identified as Friedlander’s bacilli. 

A feature of interest here was the obscure site 
of origin of the pyemia. The appearance of the 
prostatic lesion suggests that the prostate was 
the most likely origin, since the inflammation 
there was a diffuse one, with many tiny abscesses, 
whereas the other affected organs showed larger 
abscesses, chiefly discrete, which were more 
typically pyemie in character. 

Genito-urinary tract infections due to Fried- 
lander’s bacillus are not rare. In a large series 
of 198 cases of all types of Friedlinder’s bacillus 
infections, Baehr and his associates' found that 
genito-urinary infections were second in fre- 
quency only to those of the gastro-intestinal 
tract. 

The reports of blood stream infections with 
Friedlander’s bacillus were reviewed in 1939 by 
Meyer and Amtman? who collected a total of 104 
cases, most of which were from the French litera- 
ture. This figure indicates the relative infre- 
quency of the condition. Kolmer,® in his ob- 
servations on 282 cases of septicemia of all 
types, remarks that Friedlainder’s septicemia is 
a form rarely encountered. Of Baehr’s? 198 
eases of Friedlander’s infections 16 were proved 
to have a bacteriemia, and most of these were 
associated with genito-urinary or biliary tract 
lesions, 

Few reports were found of other cases with 
multiple pyemic abscesses, indicating that this 
condition is decidedly rare. One such case is 
reported by Germain and Maudet* arising from 
a genito-urinary infection. Another case re- 
ported by Tenenbaum and Ravid* shows striking 
similarities to the present case, for in it a 
prostatic abscess in a diabetic patient gave rise 
to a fatal pyemia, with abscesses in the liver, 
lungs and kidneys. 

Acknowledgment is made to Prof. Duncan Graham, 


of the Department of Medicine, for permission to 
publish this case report. 
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FATAL ANURIA DUE TO 
SULFAPYRIDINE POISONING* 
(REPORT OF A CASE WITH AUTOPSY FINDINGS) 


By J. S.. HANSON 
Toronto 


Sulfapyridine therapy is not uncommonly 
associated with toxic effects on the urinary tract. 
Hematuria (gross and microscopic), albumin- 
uria, caleulus formation, and anuria or oliguria 
with azotemia have been reported.1*® The 
findings at autopsy in fatal cases have ap- 
parently varied considerably and complete re- 
ports of these in the literature are few. For 
these reasons this report is presented here. 


The patient, a woman 72 years of age, was admitted 
to the Toronto General Hospital with a cellulitis of 
the face of 5 days’ duration. On admission the upper 
lip and medial wall of the left nostril were moderately 
swollen, red, indurated and tender. The temperature 
was 100° F. General examination revealed no other 
findings of significance. The leucocyte count was 
12,600. The urine was normal except for marked 
ketonuria, A course of sulfapyridine was started on 
admission, and in the following 56 hours the patient 
received a total of 11 grams (165 grains) of the drug. 
Marked clinical improvement resulted and the drug 
was discontinued. Approximately 4 hours later the 
patient developed severe steady pain in the left lower 
quadrant of the abdomen. Twenty-four hours later 
complete anuria developed. Blood investigation at this 
time showed a free sulfapyridine level of 3.3 mg. per 
cent and a blood non-protein nitrogen level of 75 mg. 
per cent. The patient’s condition rapidly became 
worse. Drowsiness developed and progressed to stupor. 
Death occurred 2 days after the drug was discontinued. 


Autopsy findings——Necropsy was performed 
two hours after death. The lesions of interest 
were confined to the urinary and _ gastro- 
intestinal tracts. 

The kidneys resembled each other closely and 
each weighed 140 grams. They were of normal 
size. The thin capsules could be easily stripped 
from the uniformly smooth but dark red kidney 
surfaces. The cut surfaces were flat and the 
eortico-medullary ratio was normal, The nor- 
mal architecture was well preserved. The left 
renal artery was quite small, measuring about 
2 mm. in diameter. The wall was not thickened 
although the lumen was quite narrow. Some of 


*From the Department of Pathology and Bacteri- 
ology, University of Toronto. 
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the branches of this artery within the kidney 
were larger than the main vessel. In the renal 
pelvis on each side there was present approxi- 
mately 10 ¢.c. of viscid, dark, reddish-brown 
fluid. The pelves showed numerous submucous 
hemorrhages but were not dilated. 

Both ureters were markedly dilated (Fig. 1) 
and reddish-blue in colour. They were plainly 
visible %» situ through the posterior parietal 
peritoneum. Each measured 8 mm. in diameter. 
Longitudinal incision of the ureters showed them 
to be filled with semi-fluid brown material con- 
taining much sediment. The sediment increased 
in amount towards the lower end of the ureters 
and the terminal three-quarters of an inch of 
the right ureter as it passed through the blad- 


Pig. 1—Lower ends of ureters and opened bladder. 
The ureters are dilated. The bladder wall is edematous 
and the mucosa congested. 


der wall was plugged with a soft, friable cast 
of this material. Many submucosal hemorrhages 
were scattered along both ureters. The bladder 
mucosa was congested and edematous. The 
bladder contained about 10 ¢.c. of thick, dark 
reddish-brown fluid similar to that seen in the 
ureters. Analysis of the fluid showed it to con- 
tain 40 mg. per cent of free sulfapyridine and 
296 mg. per cent of the acetylated compound. 
In the sigmoid portion of the large intestine 
a few small, shallow ulcers which had a greenish- 
grey base were found. 
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Microscopic examination.—In the kidneys the 
glomerular tufts were congested and there was 
widening of the capsular spaces. The lumina 
of the convoluted tubules contained a consider- 
able amount of pink-staining débris. Stryker® 
has suggested that acetyl sulfapyridine crystals 
may be dissolved in the ordinary staining pro- 
cesses and advocates the frozen section technique 
for this investigation. We employed both the 
paraffin and frozen section methods, but no 
erystalline material could be found anywhere in 
the renal tissue. 

The mucosal surface of the ureter was eroded 
and there was submucous capillary dilatation 
and hemorrhage, with edema of the muscle 
coat. 


Fig. 2.—Acetyl sulfapyridine crystals from right 
ureter. X 240. 


In a smear of the contents of the right ureter, 
irregular rectangular and needle-shaped erystals 
varying greatly in size and exhibiting a tendency 


to sheaf-like arrangement were present (Fig. 2). 


CoMMENT 


It will be noted that no erystalline material 
could be demonstrated in the renal tubules in 
this ease. There was, however, complete bilateral 
ureteral obstruction. Experimental investiga- 
tion would seem to suggest that parenchymal 
renal damage precedes precipitation of the drug 
from solution.” * It is noteworthy that death in 
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this instance followed the administration of only 
11 grams of sulfapyridine.“ 
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THE MANITOBA EPIDEMICS 


EGINNING in 
throughout August, 


mid-July, raging 
and continuing, 


though with lessened intensity into Sep- 


tember, Manitoba, and a little later Saskat- 
chewan and Alberta, suffered from twin 
epidemics of anterior poliomyelitis and 
encephalitis. Up to September 8th there 
have been reported in Manitoba 781 cases 
of poliomyelitis with 8 deaths, and 423 cases 
of encephalitis with 37 deaths. In distri- 
bution the cases of infantile paralysis were 
almost equally divided between Greater 
Winnipeg and the rest of Manitoba, but with 
encephalitis the incidence was much greater 
in rural areas, 284 against 139. In the 
number of reported cases the present epi- 
demic of poliomyelitis exceeded those of 
1928 and 1936, but apparently the type of 
disease is milder and paralysis is less frequent. 
A factor in reducing the virulence of the 
disease in this epidemic has been the in- 
sistence on early hospitalization of patients. 

The Manitoba Department of Health and 
Public Welfare gave timely and constructive 
leadership. On July 18th a circular describing 
the salient points of the diagnosis, prevention 
and treatment of infantile paralysis was sent 
out by the Department to all physicians in 
the province. When cases of encephalitis 
began also to be reported Dr. J. D. Adam- 
son, Professor of Medicine in the University 
of Manitoba, was appointed consultant, and 
he has seen personally over two hundred 
cases of sleeping sickness. On the invitation 
of Hon. James McLenaghen, Minister of 
Health, Dr. Don W. Gudakunst of New 
York, Medical Director of the United States 
National Foundation for Infantile Paralysis 
came to Winnipeg and for several days 
discussed methods of treatment and pre- 
vention with a special advisory board. Dr. 
John R. Paul, Professor of Preventive Medi- 


cine at Yale University, also gave valuable 
help. He conducted research into the mode 
of infection of poliomyelitis, particularly the 
role of the gastro-intestinal tract. Other 
visitors were Assistant Surgeon-General 
Leake of the United States Public Health 
Service, Dr. Hill, Epidemiologist of North 
Dakota, Dr. D. W. Cameron, Director of 
Hygiene Laboratories, Department of Pen- 
sions and National Health of Canada, Dr. 
Watson of the Health of Animals Branch, 
Department of Agriculture, Ottawa, Dr. 
Gibbons, Director of the Kamloops Labora- 
tory of the Department of Pensions and 
National Health, Dr. R. P. Hardman, 
Epidemiologist of Ontario and Dr. A. W. 
Hawke, Neurologist, Toronto. The U.S. 
Laboratory at Hamilton, Montana, has 
assisted. Nursing Sister Elizabeth Kenny, 
an Australian nurse who while doing bush 
nursing had developed a method of treating 
infantile paralysis, came from Minneapolis 
where she had been demonstrating her 
method in the University of Minnesota 
Hospital. 

The encephalitis undoubtedly spread into 
Manitoba from Minnesota and North Da- 
kota, advancing northward on an east to 
west line. Concurrently with this epidemic 
a considerable number of cases of encephalo- 
myelitis were reported in farm _ horses. 
Investigation of sera from patients fourteen 
or more days ill with encephalitis was 
undertaken by Dr. Leslie T. Webster and 
Dr. Casals, of the Rockefeller Institute, 
New York City. They reported that these 
sera developed antibodies to western equine 
encephalomyelitis. From the veterinary 
angle, the problem has been attacked by 
Dr. Alfred Savage, Animal Pathologist, 
University of Manitoba, and M. T. Lewis, 
D.V.S. Mosquitoes are the probable vectors 














from horse or other host to man, as the virus 
of western equine encephalomyelitis has been 
found in seven species. Mr. D. McLintock is 
investigating the incidence of these species of 
mosquitoes in Manitoba. He has found 
that three of the species of mosquito known 
to be capable of carrying virus experimentally 
are commonly found in the Winnipeg: area. 
Two of these, Aedes dorsalis and A. vexans 
comprise nearly half of the total mosquito 
population. Dr. Savage has suggested the 
interesting theory that a reservoir of the 
virus may be found in horses who were 
vaccinated against the disease with the 
“chick vaccine” two or three years ago and 
have not been revaccinated. Immunity in 
these animals may have been reduced, he 
thinks, to a point where they harbour the 
virus without showing symptoms. 

Clinically, the encephalitis does not con- 
form to that described by von Economo in 
1917. Parkinsonian sequele have not de- 
veloped. As regards incidence, males fur- 
nished 85 per cent of cases of encephalitis. 
The average age was 40.9 years, and 284 
cases out of a total of 423 came from rural 
areas. Sera from fifty cases of encephalitis 


have been sent to the Rockefeller Institute, 





Editorial 


The Examination of Household Workers 

The medical examination of household workers 
is a well recognized aspect of preventive medi- 
cine. Why should there be any difference be- 
tween keeping watch on the health of the em- 
ployees of large companies, of restaurants, of 
school teachers, of hospital nurses, and assuring 
ourselves that our domestic helpers are not 
only fit for their work but are not an actual 
menace to the health of the household? This 
is the problem which is brought before us by 
Dr. R. C. Stewart in his special article on ‘‘Pre- 
employment medical examinations for house- 
hold workers’’ in the present issue. We would 
commend this paper to the special attention of 
our readers. Dr. Stewart not only states, in 
clear and cogent terms, the need for these 
examinations, but he shows how they can be 
done, and describes the plan which is being put 
into operation in Montreal. As he points out 
however, there are difficulties in carrying out 
the work, but none which are insuperable. 
The overcoming of them will depend largely on 
the efforts of our profession in educating the 
public in the matter. We shall hope to hear 
further from Dr. Stewart as to the success of 
this valuable aspect of preventive a a. 
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New York. Where the samples had been 
collected from patients over ten days ill, 
reports were positive against the virus of 
western equine encephalomyelitis and against 
no other virus in 75 per cent. In the treat- 
ment cf poliomyelitis convalescent serum 
was used extensively, but its value is still a 
matter of dispute. 

According to Dr. D. Nicholson, Professor 
of Pathology, University of Manitoba, the 
outstanding pathological lesions seen in 
fatal cases of encephalitis have been peri- 
vascular infiltration, the ‘‘collar of cells” 
around brain vessels, and focal necrosis. 
The lesions have been very diffuse, being 
found in all parts of the brain except the © 
cerebellum. 

Much of the research work has been made 
possible by the generosity of Mr. T. Lindsley, 
President, Northfield Mines Incorporated, 
Toronto. 

At a time when nations are locked in a 
death grip over three continents it is 
cheering to think that physicians and scien- 
tists of Canada and the United States can 
unite in a common front against the forces 
of disease, and can seek to save, rather than 
destroy, life. ROSS MITCHELL. 





Medical Relief Fund for Great Britain 


As will be seen in an ensuing column our 
Association has opened a fund for the assistance 
of our fellow practitioners in Great Britain in 
the present emergency. The initiative in this 
movement came from British Columbia, whose 
Division has already come forward with a 
generous contribution. 

We repeat our appeal for support of this fund 
and look for a prompt response from all the 
other Divisions of our Association. HLE.M. 





Erratum 


We regret that through an error on our part, 
certain printing errors appeared in the article 
on ‘‘Hypertensive heart disease’’ by Dr. A. B. 
Walter in the August issue, page 130. Dr. 
Walter after referring. to the association be- 
tween hypertension and arteriosclerosis goes 
on to speak of arteriolosclerosis as well. In the 
last five paragraphs on page 131 therefore the 
term ‘‘arteriolosclerosis’’ should replace ‘‘ar- 
teriosclerosis’’, except in line 3 from the foot 
of the page. 
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Special Article 


PRE-EMPLOYMENT MEDICAL 
EXAMINATIONS FOR HOUSEHOLD 
WORKERS 


By R. CAMERON STEWART, BSc., M.D. 


Montreal 


The desirability of pre-employment health- 
tests for domestic workers is scarcely question- 
able. Strangers, of whose personal history, 
habits and background little or nothing may be 
known, are introduced into the home. They live 
in close contact with other members of the 
family, especially with the children, handle the 
food, the linen, the clothing, and frequently use 
the same toilet facilities. 
tion is thus more than a mere possibility. 

The danger is recognized in a general way, 
even by the laity. An employer engaging a 
nurse, a cook, a housemaid, more or less con- 
sciously judges health by appearance, and may 
by a question or two attempt to confirm the 
first impression. If no obvious indication of 
disease is noticed or reported it is assumed that 
the health of the applicant is satisfactory. Only 
after engagement, and a longer or shorter stay 
in the home, may cough or other sign of illness 
give rise to suspicion. The employee is then 
perhaps forthwith discharged, or told to consult 
her own doctor, or sometimes referred to a 
clinie or to the employer’s physician for a check- 
up. An examination, if made, may be of any 
degree of thoroughness, but frequently fails to 
include adequate tests for the two diseases 
which are of particular importance under condi- 
tions of household exposure—syphilis and tuber- 
culosis. With present knowledge and the facili- 
ties available in all communities of any size, this 
rather casual procedure in so serious a matter 
seems hardly good enough. 

Many industries, department stores, com- 
mercial firms, municipalities, and other large 
employers not only require a physical examina- 
tion as a prerequisite to engagement, but provide 
a health service for their personnel. Adopted 
primarily perhaps because of pension systems 
and compensation laws, these medical adjuncts 
of business are becoming increasingly important. 
Progressive school boards commonly demand 
health certificates from prospective teachers. 
Hospitals examine their pupil nurses not only 
before admission but at regular intervals during 
the course of training. The domestic staff also, 
in a growing humber of institutions, undergo 
systematic tests. In many cities the rules of the 
health department require regular examination 
of food handlers, and often of other workers, 
such as barbers, beauty shop operators, and 
laundry employees, whose occupations involve 
the possible transmission of infection. 


Transmission of infec-. 


Medical examination incident to employment 
is thus a well-established procedure. It is ob- 
viously of just as much or even greater impor- 
tance in household service than in any of the 
oceupations in which it is now required. 

The dangers of contact infection in the home 
have long been realized, particularly by those 
interested in pediatrics and in tuberculosis. 
Charles Hendee Smith’? about twenty years ago 
led the New York Tuberculosis Association to 
study the problem of protecting children from 
tuberculous servants, and periodic medical ex- 
aminations of persons in contact with the young 
were advised. Henry Dietrich? in 1930 noted 
that nursemaids, governesses, and kindergarten 
teachers might transmit the disease to children, 
and advocated health examinations. Fairfax 
Hall* has more recently discussed the question 
in a comprehensive paper, in which this previous 
work is noted, and advises that school-teachers, 
domestic servants, nurses, parents, relatives, and 
pediatricians should be examined and proved 
free from transmissible disease, and that a health 
reference be required of domestic servants and 
nurses. The American Academy of Pediatrics 
has had a Contact Infection Committee for some 
time, having as its objective ‘‘prevention of in- 
fection in children from contact with adult 
associates’’. The infections at issue, in order 
of frequency,.are acute respiratory tuberculosis, 
gonorrhea, syphilis, and typhoid. The adults 
involved are parents, relatives, domestic workers, 
teachers, and the personnel of institutions for 
children. The methods advocated comprise edu- 
cation of the medical profession and of the 
public, and ‘‘promotion of periodic medical ex- 
amination of all adults closely associated with 
children, . . .’’. State committees are at work 
in different areas and progress is being made in 
many communities. New York City has a plan 
in successful operation under the auspices of a 
local Committee on Health Tests for Household 
Workers. 

The introduction of pre-employment health 
examinations for domestic employees on any 
extensive scale faces certain inherent difficulties, 
great, but not insuperable. Instead of the more 
or less organized bodies gathered in one place 
under a single employing corporation, character- 
istic of the classes of workers in which the 
practice is now commonly accepted as a part of 
the job, there is in domestic service an un- 
organized and constantly shifting mass of indi- 
viduals, working alone or in twos or threes under 
separate employers. Many household employees 
are untrained or only partially trained, and 
hardly merit a skilled status. Many young 
women from the country, and recent immigrants, 
regard the work as merely a temporary inter- 
lude in the normal progress towards matrimony 
and a home of their own. Other household 
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workers are of a different type, experienced and 
efficient, sometimes graduates of a specialized 
training course. Both classes would probably 
reject almost unanimously a suggestion to spend 
their own money on a procedure which most of 
them would at first consider unnecessary, in- 
trusive and repugnant. 

The average employer would doubtless agree 
that a health test was theoretically desirable. 
If however she happened to have a good maid 


at the time, she would think long and earnestly 


before requiring a medical examination which 
the girl would probably resent and quite pos- 
sibly refuse. If an applicant for a position is 
willing to take a test, many employers would 
hesitate to pay the necessary fee on behalf of a 
perhaps quickly flitting bird of passage. The 
least difficulty would probably be met with 
among children’s nurses. Many of these workers 
have had more or less training.and some knowl- 
edge of medical technique. They are accustomed 
to regular professional supervision and the ap- 
plication of tests in their charges. If properly 
approached, few would be unwilling to undergo 
examination themselves. Nurses live in such 
close contact with young children that the risks 
of contagion are probably greater with them 
than even with cooks and other food-handlers, 
and it is thus particularly important for them 
to be free from transmissible disease. 

A simple workable plan for making the ex- 
- aminations at a reasonable cost must be pro- 
vided. As a guarantee of reliability and good 
faith it should be under the supervision of some 
public or semi-public community organization. 
As the tests are voluntary and largely in the 
interest of a limited number of the more affluent 
citizens, city and provincial health departments 
ean hardly be held responsible under present 
conditions. It is however important to secure 
their endorsation, and if necessary their help for 
the subsequent care of special cases. The author- 
ity undertaking the work can specify the type of 
examination, arrange appointments, supply suit- 
able forms, collect the fees from employers, 
allocate payments, keep the records, and issue 
the ecard of approval or ‘‘health reference’’. 
Examinations may be earried out by private 
practitioners willing to co-operate, hospital 
clinies, or health centres of various types. Exist- 
ing organizations should be utilized when avail- 
able, to avoid duplication and lessen expense. 

The examination should include a general 
physical, with special: attention to the skin in 
regard to scabies, impetigo, and other com- 
municable infections; an x-ray of the chest to 
exclude active pulmonary tuberculosis; and a 
blood test for syphilis. A vaginal examination 
and smear for gonorrhea are admittedly desir- 
able, but scarcely practicable as a routine re- 
quirement. Also difficult to carry out in prac- 
tice, because of the number of tests required for 
certainty in a given ease, are stool examinations 
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for typhoid and other organisms, and for 
parasites. 

It is of course impossible to say just how many 
eases of active tuberculosis and transmissible 
syphilis are roaming the community, some aware 
of their condition and taking treatment, others 
unknowingly spreading infection among unsus- 
pecting contacts. In a series of over 5,100 persons 
examined at a local institution some years ago, 
1,282 were found to present suspicious or defi- 
nite signs of tuberculosis, about 500 of whom 
had positive sputa. Ninety-nine of the number 
were classed as housewives, domestics, and cooks ; 
20 others were waiters, waitresses, dietitians, 
and nurses. Most of them had bacilli in the 
sputum. Of a group of over 1,000 women, some- 
what comparable in age, race, and economic 
status with domestic employees, examined at a 
large Montreal hospital, about 4 per cent gave 
a positive blood test for syphilis. Most of these 
eases had been or were under treatment, and 
hence non-contagious, but some were still a 
public menace. 

Preservation of professional confidence in con- 
nection with the plan is absolutely essential. The 
records should be as carefully shielded as those 
of a hospital. Evasion of this rule would be 
not only a breach of ethics but might lead to 
serious legal difficulties. The employer, even 
although she pays for the examination, should 
definitely understand that no report will be sent 
to her and that no details will be given verbally. 
If no communicable disease is found, the em- 
ployee is given a ecard of approval; if the ex- 
amination is unsatisfactory, no card is issued. 
The employee can of course be told of any seri- 
ous condition found and advised as to treatment. 
A eontinuous health service is not a part of the 
plan. That is a far more complicated and ex- 
pensive matter, and could better be carried out 
under some future system of public medicine. 

The cost must be kept low, or few will make 
use of the service. A fee of $5.00 is thought to 
be reasonable. This allows something for the 
examiner and for the x-ray, and a little for 
overhead. The blood testing can be done at a 
public laboratory if necessary, as part of the 
anti-syphilis campaign. Payment of the charge 
should be arranged for in advance, when the 
appointment is made, to avoid later difficulties 
in collection. As a rule it is paid by the 
employer. 

Use of the facilities provided depends on edu- 
cation and publicity. Interest must be aroused 
through all the usual media — newspapers, 
leaflets, speechmaking,’ radio, and movies. Em- 
ployer and employee should both be taught the 
dangers of contact infection, the reasons for 
urging examination, the benefits which may be 
expected to follow. The effectiveness of all this 
is greatly reinforced by the co-operation of the 
medical profession, especially by the personal 
efforts of the family physician and the pediatri- 
cian. 
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Pre-employment medical examinations for 
domestic workers are not a panacea. They are 
of little or no value in controlling the ordinary 
contagious diseases, and gonorrheal cases and 
typhoid carriers may easily pass without dis- 
covery. Contagious skin conditions can be de- 
tected with greater frequency. If even a few 
eases of unrecognized tuberculosis and syphilis 
are discovered and placed under treatment, and 
prevented from conveying infection to contacts, 
the work is well worth while. 

A plan along the lines described is now being 
brought into operation in Montreal. On the in- 
itiative of Dr. R. R. Struthers and Dr. Alton 
Goldbloom a Committee on Health Tests for 
Household Workers was recently appointed by 
the Section of Pediatries of the Medico-Chir- 
urgical Society, other members being Drs. 
Aubrey K. Geddes (Chairman), Lionel E. 
Lindsay, A. Grant Fleming, Alan Ross, Fred. 
Shippam, and the writer. The Child Welfare 
Association, long established and favourably 
known, with trained staff and adequate facilities, 
is co-operating in organizing the service. It is 
now the part of the local medical profession to 
bring it to publie notice and urge its widest use. 
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Medical Relief Fund for 
Great Britain 


An Appeal 


Our Association for some time past has been 
anxious to take its part in assisting those of 
our profession in Great Britain who are in such 
tragic distress as a result of the war. The pre- 
liminary steps have now been taken and a fund 
has been opened in support of the War Benevo- 
lent Fund of the British Medical Association. 
It is to be known as the Canadian Medical 
Association Fund in Support of the War 
Benevolent Fund of the British Medical Asso- 
ciation and all money so collected will be dis- 
bursed at the direction of the Treasurer of the 
British Medical Association Fund. Contribu- 
tions should be sent in to the Treasurer of the 
Division, who will forward them to the 
Honorary-Treasurer of our Association. 

We appeal most earnestly for support of 
this fund. There are few acts which more 
nearly approach pure benevolence than does 


such help of our professional brethren. It is 
with great pleasure that we add to our own 
appeal the following letter from Dr. Wallace 
Wilson of Vancouver. It was Dr. Wilson who 
originated the plan in British Columbia. 
The Vancouver Medical Association Bulletin 
opened such a fund on its own account, but it has 
been agreed to merge this in the wider appeal. 
The amount of $1,555.00 has already been con- 
tributed by British Columbia and has been 
forwarded. 


Dr. Wilson writes: 


‘*T am delighted to know that the Canadian Medical 
Association is establishing a War Relief Fund for the 
purpose of rendering some financial help to the dis- 
tressed doctors of Britain. 

‘“We, the members of the Canadian Medical Asso- 
ciation who remain at home in safety, comparative ease 
and relative financial security can but faintly imagine 
the wide extent of the constant, varied and detailed 
trials and stresses through which our professional 
brothers and fellow Empire citizens are daily passing in 
Britain. In addition to the necessity of being ready to 
cope with ever recurring physical inconvenience and 
danger many medical men and women in the evacuated 
defence zones and in the severely bombed areas have 
lost, totally and irretrievably, their entire practices. 
Others have also seen all they possess in the way of 
home, office and equipment completely disappear as a 
result of enemy action. 

‘*The present plight of these doctors would be bad 
enough if the war was over but of this there is no 
immediate prospect; and, after the present lull, the 
profession in Britain may be faced with still greater 
hardships. These circumstances make it all the more 
difficult or impossible for those who have lost everything 
to make a fresh start. They need help at once and this 
is particularly true of those who by reason of age, 
physical disabilities or other cause are not in the armed 
forces and have been trying to make a living in civil 
practice. 

‘‘The British Medical Association through its War 
Relief Fund is attempting to aid its own distressed 
members but conditions are difficult financially for the 
whole profession and their Fund is in need of outside 
assistance. The setting up of a fund by the Canadian 
Medical Association is an attempt to provide this and, 
seeing that- our Association is in affiliation with the 
British Medical Association, such assistance should be 
referred to as additional rather than ‘‘outside’’, There 
is much that we cannot do but here on the purely 
material side is an opportunity not only to help, but to 
pay homage—and it is an opportunity in which every 
medical man and woman in Canada can participate 
according to his or her means. 

‘*T wish the Fund every success and because the need 
is urgent and great I know the Association will receive 
an immediate and generous response from all ranks of 
the profession.’’ 


As is well known, a Medical Relief Fund has 
been in operation in Great Britain for the past 
year and more. Here are two of the very many 
instances in which the Fund has helped. 

1. Dr. D is a general practitioner in middle 
age. He has been handicapped by health troubles, 
but in the years immediately preceding the war 
his professional income increased steadily, and 
although his house was heavily mortgaged his 
financial affairs were not such as to cause 
alarm. He is a veteran of the last war, and in 
his circumstances many a man would have been 
eontent in September, 1939, to consolidate 
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further his position in civilian practice, leaving 
the uniform of the R.A.M.C. to the younger 
generation. Not so Dr. D. He served in 
France, but after Dunkirk he was obliged to 
relinquish his commission on the ground of ill- 
health. Meantime the income from his practice 
had diminished, and there was an awkward 
interval between the date when his Army pay 
ceased and the date when professional accounts 
would become payable. He was in need of a 
considerable sum of money for current ex- 
penses and for the payment of pressing debts. 
The Medical War Relief Fund gave him the 
necessary amount, partly as a loan and partly 
as a gift, as it was thought that an obligation 
to repay the full sum would prove an unduly 
burdensome addition to his other commitments. 
Dr. D has written: ‘‘I wish to express my 
sincerest appreciation and thanks for your 
very generous gift and loan to enable me to re- 
establish myself in my practice after my dis- 
charge from the Army. I shall be refunding 
the loan at the very earliest opportunity to 
enable you to help others who may find them- 
selves in my late predicament.’’ 

2. He was decorated for gallantry in the last 
war; and when an incendiary bomb set fire to 
his house some months ago, destroying his 
furniture, clothes, books, instruments, spare 
cash, and other possessions, Dr. A could ‘‘take 
it’’, though the financial consequences were 
very serious. He is a general practitioner who 
-has been carrying on under difficulties in a 
much-raided district from which many of his 
patients have departed. He bought the prac- 
tice only a few years ago. His bank, which 
provided the necessary capital, holds his in- 
vestments as security for the loan. He has 
found that rent, rates, taxes, bank interest, in- 
surance premiums, and other expenses, pro- 
fessional and domestic, absorb almost the whole 
of his diminished wartime income. But Dr. A 
has been carrying on, paying his way. 

When the bomb fell Dr. A was determined 
to continue carrying on. But how to continue 
paying his way? There were vague reports in 
the Press about a proposed Government Bill 
to provide compensation for air-raid damage. 
At some remote date Dr. A might perhaps be 
able to recover at least part of his loss. Mean- 
time he had to pay for board and lodging for 
himself and his wife. And he urgently needed 
new clothes, new instruments, and a second- 
hand ear. 


Fortunately for Dr. A, the Medical War 
Relief Fund had recently been established. He 
seemed just the sort: of man, involved in war- 
time misfortune through no fault of his own, 
that the Fund was designed to help. He was 
granted a substantial gift of money to provide 
for immediate needs, and in addition a loan 
which he is expected to repay, without interest, 
when he is in @ position to do so. The Fund 
has received from him the following letter: 
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‘‘T am overwhelmed with gratitude and cannot 
express to your Committee the heartfelt thanks 
I wish to offer them. My case is probably 
typical of many others, but I have never been 
dealt with so kindly in all my life. I will now 
be able to buy some clothes, and I shall use the 
money to the very best advantage. I am enclos- 
ing a separate letter accepting your loan, free 
of interest, and I undertake to pay it back 
when I receive my next panel cheque. I may 
at some time probably be able to let you have 
the whole of this amount back, when more 
peaceful times arrive. For the moment I can- 
not say more than ‘Thank you’. Your gift 
has cheered me up tremendously.”’ 


BHospital Service Department Notes 


Schools for Laboratory Technicians Approved 


The committee of the Canadian Medical As- 
sociation to approve laboratories as schools for 
the training of laboratory technologists is now 
considering the qualifications of a number of 
hospital laboratories for which applications for 
approval have been made. To date the Com- 
mittee has reported favourably upon the fol- 
lowing schools: Victoria General Hospital, 
Halifax, N.S. (Provincial Pathological Labora- 
tory, Dr. Ralph P. Smith, Director), approved 
for both general and specialized training; St. 
Michael’s Hospital, Toronto, Ont., Dr. William 
Magner, Director, approved for both general 
and specialized training ; Hamilton General Hos- 
pital, Hamilton, Ont., Dr. William J. Deadman, 
Director, approved for general training, G-H.A. 


Health Program for Medical Students Urged 
by Student Organization 


Some adequate supervision of the health of 
medical students was advocated by the Canadian 
Association of Medical Students and Interns 
(L’Association Canadienne des Etudiants en 
Médecine et des Internes) at its fourth annual 
national convention held at McGill Univer- 
sity. In view of the fact that students are 
exposed to communicable diseases and the ardu- 
ous nature of the course predisposes them to 
breakdown, it was agreed that certain minimum 
requirements for health service should be in- 
stituted. An outline of minimum requirements 
which were deemed necessary was made, includ- 
ing physical examination on admission, Wasser- 
mann and Schick tests, immunizations ‘against 
smallpox and diphtheria, and a_ tuberculosis 
control program including chest films, and 
tuberculin test on admission with repeated ex- 
aminations depending upon the reaction of the 
student. Further, it was advocated that there 


All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. Harvey Agnew, 
184 College Street, Toronto. 
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should be a dispensary or clinic service for 
students and a hospitalization insurance scheme, 
preferably underwritten by the university. The 
C.A.M.S.I. Committee of the University of 
Manitoba was authorized to make a study of 
medical students’ health across Canada. 

The three-day convention was an outstanding 
success, some sessions having a registration as 
high as 500 in attendance. Excellent papers 
were given by Dr. Grant Fleming, of McGill, 
on the social and economic nature of syphilis 
and by Prof. Albérie Marin, of the Université 
de Montréal on the pathogenesis of syphilis. 
Surgeon-Lieutenant J. W. MacLeod and Profes- 
sor John R. Fraser, of McGill, discussed the 
inadequacy of medical care in Canada. The 
work of the Canadian Council on Nutrition and 
dietary deficiency in Canada was discussed by 
Dr. E. W. McHenry, of Toronto. The necessity 
for agricultural planning to meet the country’s 
nutritional needs was elaborated by Prof. D. L. 
Thompson, of McGill. Dr. Wilder Penfield dis- 
cussed epilepsy and showed a motion picture on 
the subject made at the Montreal Neurological 
Institute. Professor J. C. Meakins, who is the 
honorary president of C.A.M.S.I. Advisory 
Board, in discussing rheumatic fever, drew an 
interesting parallel between tuberculosis and 
rheumatic fever in relation to their sanatorium 
care and treatment. 

A request for legal protection for interns was 
made by formal resolution. In as much as 
interns are frequently named as defendants in 
malpractice suits and that interns are not pro- 
teeted by membership in the Canadian Medical 
Protective Association, it was agreed that a 
committee should cireularize the hospitals em- 
ploying interns, suggesting that the hospitals 
assume responsibility for the cost of membership 
of their licensed interns in the Canadian Medi- 
cal Protective Association. Non-licensed interns 
should be protected by some other form of 
insurance. 

It was considered by the convention, too, that 
the military training provided for medical 
students might be more definitely related to the 
type of work which these medical students 
would be expected to do in the army following 
graduation. Instead of putting in a period of 
time doing the usual basie training prescribed 
by the C.0.T.C., it was recommended by the 
convention that the military training of the 
medical students should be along the lines of 
providing special courses in war medicine, in- 
cluding those features of military training which 
would be of practical value to them when 
serving as medical officers. 

With respect. to internships it was recom- 
mended that junior interns should be provided 
with adequate facilities for study during their 
internship period, and that all junior interns 
should be paid a minimum maintenance allow- 
ance of $25.00 monthly with two weeks’ ne 
vacation. 


The War 


Second Canadian Division Medical Society 


The first meeting of the CII Medical Society 
was held recently in England. At this in- 
augural meeting of the Society, the Medica! 
Officers of the 2nd Canadian Division elected 
the following officers: Honorary President—Col. 
C. P. Fenwick, M.C., E.D., A.D.M.S. 2 Cdn. Div.; 
President—Lieut.-Colonel L. M. Stuart; Vice- 
president—Major C. P. Gaboury, D.A.D.M.S. 2 
Cdn. Div.; Secretary-treasurer—Major S. G. 
Shier, R.C.A.M.C.; Program Committee—Major 
J. M. Miller, Major G. S. Morgan, Capt. J. 
Morin, — 

A proposal was made that the CII Medical 
Society seek affiliation with the Canadian Medi- 
eal Association. This was unanimously agreed 
upon by the meeting, and it is accordingly re- 
quested that the Canadian Medical Association 
grant the CII Medical Society affiliation with the 
Association. 

It is intended that monthly meetings will be 
held, and whenever any matter of interest to the 
Association is discussed, such will be passed on 
to the Canadian Medical Association. 

At the inaugural meeting, Major T. M. Wans- 
brough discussed the treatment of fractures in 
wartime. Colonel E. A. McCusker discussed and 
demonstrated the McCusker modification of the 
Thomas Splint. Capt. G. W. Robson also demon- 
strated a most practical extension appliance for 
the Thomas Splint. Brigadier J. A. Linton 
opened the discussion of fractures, and Lieut.- 
Col. J. L. Petitclere moved a vote of thanks to 
the speaker.. 

The meeting was adjourned and 11 Cdn. Field 
Ambulance, under command of Lieut.-Col. L. M. 
Stuart, were hosts for the social hour. 


(Signed) S. G. Suter. 
(S. G. Shier) Major, R.C.A.M.C. 
Secretary-treasurer, 
CII Medical Society. 





Orthopedic Hospital for Scotland 


On February 12, 1941, the Canadian Red 
Cross referred to the Canadian Medical Associa- 
tion a request from the Department of Health 
of Seotland to organize and send them profes- 
sional personnel for a 300 bed orthopedic hos- 
pital. This personnel would be employed by the 
Scottish Department of Health and the Depart- 
ment would take responsibility under their civil 
insurance scheme for any injury or death of 
personnel while in their employ. 

This is to be a distinctly orthopedic unit and 
would consist of an Officer commanding, four 
resident surgeon specialists, all of whom would 
be paid at the rate of 800 pounds per year and 
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maintenance in the hospital, seven resident 
junior surgeons at 550 pounds per year; a 
quartermaster at 550 pounds per year, with 
maintenance in the hospital in each case. If a 
medical officer cannot be accommodated in the 
hospital, an additional allowance at the rate of 
100 pounds per year is made to him. Arrange- 
ments would be made to pay the transportation 
of the personnel. 

A subcommittee of the Canadian Medical As- 
sociation was appointed to consider the question 
of medical personnel. The signer of this com- 
munication, Dr. D. E. Robertson, was made the 
Chairman of this Subcommittee. The Com- 
mittee immediately undertook to approve the 
scheme in principle, stipulating that senior sur- 
geons should be allowed to be relieved after 
service of nine to twelve months and their place 
should be taken by others who had volunteered 
to replace them. The Committee considered that 
an efficient medical personnel could be obtained 
in Canada to serve in such a unit. 

The Committee is still in the position of seek- 
ing information from the Department of Health 
of Scotland as regards pay, as to whether or not 
British income tax is deductible, and what the 
insurance for injury and death would amount 
to. As no separation allowance is mentioned, it 
is assumed there is none. Arrangements are 
being made with the Canadian Red Cross for 
the personnel to be paid in Canadian funds so 
that there would be no difficulties about the 
funds being taken out of the sterling block. 

The Committee is of the opinion that the 
medical personnel of the unit should consist of 
a surgeon in chief, two senior surgeons, and 
seven to ten junior surgeons, the junior surgeons 
to be of the stage of recent graduates who have 
had two years’ surgical training. The number 
of the personnel has been arrived at by com- 
munication with the Board of Health of 
Scotland. 

Information is available at the present time 
that only one-third of the beds reserved for 
orthopedic cases are in use; and unless the 
British arms and Great Britain are engaged to 
a greater extent in active fighting there is not 
the prospect of an active service for an ortho- 
pedic unit. The unit, in any event, would be 
housed in a hospital already existing and would 
most likely have beds allotted to it in this in- 
stitution. 

The Committee regrets there is not more in- 
formation available, but would ask for applica- 
tions from members of the profession to volun- 
teer for a service as above outlined, and forward 
with their applications, their qualifications. 


Yours sincerely, 
D. E. RoBertson, 


Chairman, Special Committee 
re An Orthopzxdic Hospital for Scotland. 


Medical Examination of Trainees 


We have received from the Department of 
National War Services an analysis of the medi- 
cal examination of 50,000 men called up for 
military training. These are too extensive to 
be given in detail, but the following points may 
be of interest. 

The totals were as follows. 


Medical 

category Number 
A 30,845 
Bl 5,405 
B2 1,825 
Cl 2,160 
C2 2,255 
D 993 
E 6,515 


Percentage 


61.69 
10.81 
3.65 
4.32 
4.51 
1.99 
13.03 


50,000 100.0 


The disabilities causing rejection were as 
follows. It will be noticed that defective eye- 
sight was the outstanding trouble. The total 


number of disabilities does not coincide with 


the total number of men examined. This is 
because some men were free of disability, whilst 
others suffered from one or more. 


Number Percentage 


14,21 
8.56 


Glasses 

Foot trouble 
Stomach and intestinal 4,245 8.49 
Bronchitis and asthma 3,855 7.71 
Rheumatism 74 
Eye disease 7.01 
Nasal trouble 6.59 
Ear trouble 6.41 
Dentures 4.94 
Rupture 4.01 


Rejected for military 
services 


Kidney and bladder 
Heart disease 
Mental, nervous 
Gonorrhea 
Varicose veins 
Tuberculosis 

Fits 


3.54 
3.43 
3.19 
2.06 
1.68 
1.28 


oe Spd 


Syphilis 
Average age: 22.5 years. 
Average height: 5 ft. 6 3/5 in. 
Average weight: 144 6/10 lbs. 

These examinations probably varied some- 
what in their degree of thoroughness. It is 
unlikely, for example, that any x-rays of the 
chest were taken. Still, they probably convey 
a fair idea of the general health of the popula- 
tion, in that age group. In the ease of tuber- 
culosis one Division only (Division D, Port 
Arthur, Ont.) reported no cases at all, whilst 
Division E (Montreal) led with 2.1 per cent. 
The two instances are not quite comparable 


however, as the density of population must be 
allowed for. 
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Air Raid Incidents 

The following items are taken from the well- 
known column ‘‘In England Now’’ in The 
Lancet [August 2, 1941]. 

‘‘The first noteworthy raid occurred in Novem- 
ber. On reaching central control I learned that 
one of the hospitals had been hit, so I walked 
over to find out what had happened. I was met 
by the R.S.O. who asked reasonably enough if 
he could possibly go on operating in the casualty 
theatre. The windows were blown in, a bomb 
on the boiler house had put an end to central 
heating and the water mains had been severed. 
Seeing there was no light, no water and no heat, 
but more than enough frosty night air, it was 
fairly easy to decide that further operating in 
this theatre was out of the question. In the 
two other theatres operating continued for a 
short time longer, but the snowfall of plaster 
flakes from the ceiling soon stopped that. The 
only thing left to do was to arrange for the 
evacuation of everyone in the morning. Pa- 
tients and nurses were evacuated during the 
day, and by dusk the last patient—a German 
navigator—had been sent off to a military hos- 
pital. ‘‘If only I could tell them how good you 
all are,’’ he said to the nurses during the raid, 
‘‘they wouldn’t drop bombs on the hospitals’’. 





‘<The school M.O. was examining evacuees. As 
two boys were shown into the room he took one 
glance at them and then his face lit up as he 
exclaimed: ‘‘Aha, twins!’’ One of the boys 
disdained any reply; merely sniffing and wiping 
his nose on the back of his hand. The other, 
with a look of contempt for this prattling doc- 
tor, said flatly. ‘‘No, we’re not twins’’. The 
S.M.O., palpably deflated, motioned to the boys 
to be seated while he took their names and ad- 
dresses. Having finished this, he stood up with 
a look of triumph on his face, ‘‘I told you so!”’ 
he exclaimed, ‘‘You’re as like as two peas; you 
have the same birthday; and you have the same 
father and mother. You’re twins’’, ‘‘No, 
we’re not twins’’, said the more talkative one 
emphatically. ‘‘ Well, what are you?’’ demanded 
the medical officer irritably. ‘‘We’re all that’s 
left of triplets’’. 





War Literature 
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System: Factors Influencing War Healing, W. G. 
Waugh, 1941, 2: 236. 

Lung Injuries in War Raids, Sir Joseph Barcroft, 1941, 
2: 239. 

A Survey of War Surgery, L. R. Broster, 1941, 2: 272. 

Isinglass as a Transfusion Fluid (Annotation), 1941, 2: 
166. 

Mental Defectives in the Army, F. J. 8. Esher, 1941, 2: 


187. 
Rupture of Drumhead in as a Wartime Injury, A. B. 
Alexander, 1941, 2: 195. 
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Progress of the Medical Service Since the Advent of 
War, Brigadier R. M. Gorssline, 1941, 45: 201. 


Divisions of the Association 


British Columbia 


The Annual Meeting of the British Columbia 
Medical Association will be held in the Hotel 
Vancouver on September 16th to 18th inclusive. 

A very attractive list of speakers appears on 
the program including the following: Dr. 
Thomas Addis, of San Francisco, Professor of 
Medicine, Stanford University School of Medi- 
cine; Dr. Lennox G. Bell, of Winnipeg, Asso- 
ciate Professor of Medicine, University of 
Manitoba; Dr. Gordon S. Fahrni, of Winnipeg, 
Assistant Professor of Surgery, University of 
Manitoba, -President of the Canadian Medical 
Association; Dr. Louis P. Gambee, of Portland, 
Associate Clinical Professor of Surgery, Uni- 
versity of Oregon Medical School; Dr. C. K. P. 
Henry, of Montreal, Associate Professor of 
Surgery, MeGill University ; Dr. F. G. MeGuin- 
ness, of Winnipeg, Professor of Obstetrics, 
University of Manitoba; Dr. T. C. Routley, of 
Toronto, General Secretary, Canadian Medical 
Association. 

A Public Meeting has been arranged for Sep- 
tember 16th, the subject being Preventive 
Medicine, and the following speakers will take 
part: Dr. W. H. Hatfield, of Vancouver, 
Director of the Division of Tuberculosis Con- 
trol; Dr. C. K. P. Henry, of Montreal, Associate 
Professor of Surgery, McGill University; Dr. 
F. G. MeGuinness of Winnipeg, Professor of 
Obstetries, University of Manitoba; Dr. D. H. 
Williams, of Vancouver, Director of the Divi- 
sion of Venereal Disease Control; and Dr. C. E. 
Dolman, Head of the Department of Bacterio- 
logy and Preventive Medicine, University of 
British Columbia. 





News has been received from Dr. Murdo 
McRitchie, formerly of Fernie, B.C., who took 
an active part as Surgeon-Lieutenant with the 
Royal Navy in the evacuation of Crete. His 
account of conditions during this evacuation 
brings vividly home the terrible nature of that 
episode. Surgeon-Lieut. McRitchie himself had 
a very narrow escape from death or capture. 





New Brunswick 


The sixty-first annual meeting of the New 
Brunswick Medical Society was held at Camp- 
bellton on August 20th and 21st. The president, 
Dr. Charles Dumont, presided at all sessions. 
The report of the registrar, of the council of 
physicians and surgeons, of the secretary and 
of the treasurer of the Society showed that the 
affairs of the Society were in good shape. A 
unanimous resolution recommending that the 
yearly registration fee be raised from $7.00 to 
$10.00 was passed. 

The Workmen’s Compensation Board Buffer 
Council was instructed to negotiate with the 
Workmen’s Compensation Board a new sche- 
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dule of fees, and were given complete power 
for these negotiations. 

Dr. W. E. Gray, New Brunswick’s repre- 
sentative on the executive committee of the 
Canadian Medical Association reported the re- 
sults of the business of the Canadian Medical 
Association Council at Winnipeg. This in- 
cluded the news that a federal bill to enact 
state medicine might be expected shortly. 
After a thorough discussion it was recom- 
mended by resolution that the New Brunswick 
Medical Society be not bound to any form of 
state medicine without the full details of such 
legislation being first submitted for its con- 
sideration and opinion. Copies were sent to all 
Provincial Divisions of the Canadian Medical 
Association. 

It was decided to send out a new question- 
naire to all members of the Society to ascertain 
their readiness and ability to join the active 
service of our country with due consideration 
to the needs of civilians. The scientific pro- 
gram was as follows: 

(1) ‘*A few notions of the modern treatment of 
cancer and adenoma of the prostate’’, Dr. Andre Simard, 
Quebec City; (2) ‘‘Abdominal decompression’’, Dr. 
George Skinner, Saint John; (3) ‘‘ Tuberculosis through 
the ages’’, Dr. J. A. Couillard, Mont Joli, Quebec; (4) 
‘*Military physical standards’’, Major W. O. McDonald, 
R.C.A.M.C., A.F. (1) ‘‘Clinical aspects of jaundice’’, 
Dr. Norman Skinner, Saint John; (2) ‘‘ Military 
hygiene’’, Major F. C. Jennings, Saint John; (3) 
‘*Urinary infections’’, Dr.. Emerson Smith, Montreal; 


(4) ‘‘Aecute empyema and its treatment’’, Dr. J. RB. 
Nugent, Saint John. 


Election of officers resulted as, follows: 


President—Dr. A. F. VanWart; First Vice-president— 
Dr. H. E. Britton; Second Vice-president—Dr. H. 8. 
Everett; Treaswrer—Major F. C. Jennings; Secretary— 
Dr. A. 8. Kirkland. 


Executive Committee: 


Dr. D. A. Thompson, Bathurst; Dr. P. C. Laporte, 
Edmundston; Dr. J. S. Hynes, Fredericton; Dr. P. M. 
Atkinson, Moncton; Dr. H. P. O’Neil, St. Andrews; 
Dr. M. H. McKinnon, Woodstock; Dr. George Skinner, 
Saint John; Dr. George Dumont, Campbellton. 


Workmen’s Compensation Board Buffer Com- 
mittee: 
Dr. A. L. Donovan (Chairman), Saint John; Dr. W. J. 
Baxter, Saint John; Dr. J..R. Nugent, Saint John. 
Cancer Committee: 


Dr. J. 8. Hynes (Chairman), Fredericton; Dr. A. F. 
VanWart, Fredericton; Dr. J. M. Barry, Saint John; 
Dr. A. 8. Kirkland, Saint John; Dr. R. D. Roach, 
Moncton; Dr. J. H. Rice, Campbellton. 


Additional members of Canadian Medical Asso- 
ciation Council: 

Drs. C. J. Veniot, R. W. Earle, A. L. Gerow, P. C. 
Laporte, H. E. Britton, G. F. Skinner, J. R. Nugent. 
Drs. G. M. White arid H. S. Everett (alternates). 
Canadian Medical Association Nomination Com- 

mittee: 

Dr. A. L, Gerow. Dr. Charles Dumont (alternate). 
Canadian Medical Association Executive Com- 

mittee: 

Dr. W. E. Gray, 


Dr. C. J. Veniot (alternate). 
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Workmen’s Compensation Board Tuberculosis 
Committee: 


Drs. R. A. H. MacKeen (Chairman), H. A, Farris, 
George Skinner. 


Members of the Council of Physicians and 
Surgeons: 


Drs. H. E. Britton, P. C. Laporte, A. 8. Kirkland, 
R. W. Earle, W. E. Gray. 


Members. of Standing Committees, Canadian 
Medical Association as follows: 


Committee on Archives—Dr. J. S. Hynes, Frederic- 
ton; Dr. A. 8S. Kirkland, Saint John. 

Committee on Constitution and By-laws—Dr. J. R. 
Nugent, Saint John. 


Committee on Economics—Dr. A. F. VanWart, 
Fredericton, 


Committee on Credentials and Ethics—Dr. R. D. 
Roach, Moncton. 

Committee on Maternal Welfare—Dr. George M. 
White, Saint John. 

Committee on Medical Education—Dr. J. M. Barry, 
Saint John. 


Committee on Nutrition—Dr. W. O. McDonald, Saint 
John. 


Committee on Pharmacy—Dr. H. 8. Wright, Frederic- 
ton. 
Post-graduate Committee—Dr. R. A. H. MacKeen, 
Saint John. 


Public Health Committee—Dr. A. M. Clarke, Saint 
John. 


A. STANLEY KIRKLAND 


Medical Societies 


The Calgary Medical Society - 


A special meeting of the Calgary Medical 
Society was held on September 3, 1941, when 
the guest speaker was Carl Waldron, M.B., 
D.D.S., F.A.C.S., of the University of Minne- 
sota. His subject was ‘‘Facial injuries’’. He 
discussed in particular various types of frac- 
tures of the mandible and maxilla and their 
special treatment from the surgeon’s as well as 
the dentist’s point of view. Plastic surgery of 
facial injuries was also considered. Dr. Wal- 
dron is a graduate of Toronto University and 
was in charge of plastic surgery of. facial 
injuries with the Canadian Forces during the 
last war. Members of the Calgary Dental 
Association were present at this meeting. 

G. E. LEARMONTH 


Provincial Association of Medical 
Health Officers 

This Association held its twenty-seventh 
annual meeting at Kentville with an excellent 
program. ‘‘Cancer control’’, Dr. J. K. McLeod, 
Sydney ; ‘‘Immunization’’, Dr. C. L. MacMillan, 
Victoria County ; ‘‘Some aspects of a diphtheria 
outbreak’’, Dr. S. Marcus, Lunenburg; ‘‘Re- 
sults of Schick testing in the Halifax area’’, 
Dr. A. R. Morton, Halifax; ‘‘The Schick test 
in certain groups’’, Dr. J. J. MacRitchie; 
‘‘Suggestions for the further control of some 
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communicable diseases’’, Dr. C. A. Herbin, 
Lockeport; ‘‘Recent changes in communicable 
disease regulations’’, Dr. J. S. Robertson, Yar- 
mouth; ‘‘The district nurse as an index to 
community health’’, Dr. D. K. Murray, Liver- 
pool; ‘‘The importance of the Dick test in the 
control of scarlet fever’’, Dr. C. J. W. Beck- 
with, Sydney; ‘‘The eradication of tubercu- 
losis’’, Dr. T. W. MacLean, Westville; ‘‘The 
result of tuberculin patch testing’’, Dr. E. L. 
Eagles, Windsor; ‘‘Present public health 
services from the standpoint of a country prac- 
titioner’’, Dr. G. D. Donaldson, Mahone Bay; 
*‘A recent epidemic of sore throat’’, Dr. G. G. 
G. Simms, Pictou; ‘‘Typhoid and typhoid 
earriers’’, Dr. E. A. Brasset, Clare; ‘‘ Disease 
control from the laboratory standpoint’’, Dr. 
D. J. MacKenzie, Halifax; ‘‘The handling of 
venereal disease contacts reported by the 
services’’, Dr. J. A. Webster, Yarmouth; ‘‘The 
outpatient department’’, Dr. G. M. Peters, 
Glace Bay. 

The newly elected president is Dr. R. C. 
Zinek of Lunenburg. Dr. P. 8S. Campbell con- 
tinues as secretary. 





Regina and District Medical Society 


This Society. held a one day refresher course 
on September 8th at the Regina General Hos- 
pital. About one hundred physicians attended, 
including one from the Navy, and several from 
the Army and the Air Force. : 

Dr. Gordon Fahrni, President of the Cana- 
dian Medical Association, addressed the luncheon 
at the hospital. He explained the federal gov- 
ernment’s intention of bringing in a state medi- 
eine act at the next session of parliament, this 
Act apparently to be based on the Act in British 
Columbia which was found by the profession to 
be so impractical. Even if 15 or 20 per cent 
of our members are away on military duty and 
if some of us feel that we have too many meet- 
ings to attend we must hear the clear eall to 
study, action, and education of public opinion 
including the opinion of our federal members 
and of cabinet members in regard to what legis- 
lation is suitable to the profession. A few 
thousand physicians in Canada have not enough 
voting power to change any election but if they 
stand united they do not have to submit to a 
piece of legislation which will make them all 
civil servants subject to the whims of politicians. 
The fact that only about 50 per cent of prac- 
tising physicians in Canada are members of the 
Canadian Medical Association is an astounding 
facet. Printers, bricklayers and railwaymen can 
show more loyalty to their colleagues than this. 





After a dinner meeting held in the Hotel 
Saskatchewan Dr. T. C. Routley spoke. The 
Army requires still more doctors, the District 
Medical Officers have been requested by Surgeon- 
Commander McCallum, by Brigadier Gorssline 


and by Air Commodore Ryan to give full co- 
operation to the committees on military service 
appointed by each provincial division. A heavy 
responsibility rests on these committees to see 
that a sufficient supply of physicians is given 
to the Services without denuding the civil 
population of medical care. 





Dr. R. G. Ferguson of Fort Qu’Appelle paid 
high tribute to the work of the general practi- 
tioner in Saskatchewan reducing the tubereu- 
losis death rate in the last twenty years from 
46 per 100,000 to 17 per 100,000 (excluding 
Indians). Seventy-five per cent of the cases 
admitted to Saskatchewan sanatoria are diag- 
nosed directly by the general practitioner. 
Now the tools of war have been supplied in the 
tuberculosis fight, victory depends on those re- 
cruiting the cases. In the last twenty-five 
years our conception of tuberculosis has 
changed. Infection used to be universal and 
inescapable; everyone was infected by 30 
years of age. This philosophy is held in Eng- 
land today. More than half the people now 
living in Saskatchewan will never be infected. 
The numbers of people infected are dropping 
rapidly. The slogan twenty years ago was 
‘*Karly diagnosis before he becomes incurable’’. 
The slogan now is ‘‘Diagnose the case before 
the disease has spread’’. Tuberculosis is one 
infectious disease that can be eradicated. In 
1921 at the age of 20 about 75 per cent had had 
measles also 75 per cent of the same age group 
had a positive tuberculin test. Today about 
75 per cent of the same age group has still had 
measles but only 15 per cent of this group has 
a positive tuberculin test. The attitude of the 
doctor has changed; he passes the case on to 
the sanatorium and the next day wonders 
where the patient got the infection and whom 
he has given it to. Now the general practi- 
tioner is an epidemiologist instead of a thera- 
peutist. After a case has been removed from a 
family, other members of the family may show 
infection in from four to seven weeks, or they 
may show infection from one month to five 
years later. The infection is more acute than 
we used to think, more than half the lesions 
which develop in nurses develop in the first 
year of exposure. A person with a positive 
tuberculin test should be examined every year 
for three years, then in five years, then in seven 
years. In a home where there is a ease of 
tuberculosis one in every ten of the tuberculin 
positive people in this home develop tubercu- 
losis, but in society at large one lesion develops 
in every hundred positive tuberculin reactors. 
Last year 337 doctors in Saskatchewan got 
free tuberculin. Any doctor can have it for the 
asking. Patients admitted last year have a 
history of a case or a death in the family in 
only 30 per cent of cases; gross symptoms are 
rarely met with in this province, 15 per cent 
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of cases are discovered before they show any 
symptoms. 





Dr. Fahrni spoke on parathyroid tumours. 
He has had eight cases of these tumours, all 
were seen first by general practitioners. They 
often come in complaining of symptoms refer- 
able to bones, or, it may be, kidney stones. The 
condition can go on for years; short bones 
seem to be more immune from loss of calcium. 
Patients complain of terrible weakness. Serum 
calcium is up and serum phosphorus is down. 
They lose large amounts of calcium in the 
urine, and have polydipsia and polyuria. 
When operating always examine all the para- 
thyroid glands, patients may have a tumour in 
more than one gland. After operation put the 
bones in good position, use casts if necessary 
and avoid deformities, 


Dr. Fahrni also spoke on ‘‘Some problems in 
the management of toxic goitres’’ 


Dr. W. A. Thompson took the chair in the 
afternoon. 

Dr. F. G. McGuinness, Winnipeg, referred to 
some results of the survey of maternal mor- 
tality which has been going on in Manitoba in 
the last fifteen years. Of twenty women who 
died of abortion nineteen were married. Most 
of the cases of sepsis after delivery followed 
interference. Many people bewailed the fact 
that maternal mortality in Holland was only 2 
per cent while in Canada that figure has not 
been reached. Manitoba studies show that 
Dutch women having babies in Manitoba also 
have exactly that figure for maternal mortality 
as in Holland, namely 2 per cent. The Dutch 
woman has a wide pelvis. Toxemia, hemor- 
rhage and sepsis cases were exhaustively 
studied. In the afternoon Dr. McGuinness spoke 
on prematurity, the problem of prematurity 
seems bound up with the problem of toxemia. 
He had charts that could be seen all over the 
room and a voice that kept even the sleepiest 
members awake. For the sake of Canada’s 
prestige we hope he gets on programs across the 
line occasionally. 


Dr. Lennox G. Bell, Winnipeg, discussed the 
bad side effects of drugs that some doctors use 
too liberally; bromides and the new drug 
dilatin were two of the offenders, but he did 
not say what one had better give to the 
soldier’s wife who needs something to make 
her nights more bearable. In the afternoon he 
led us through the maze of anemias, condemn- 
ing the common custom of giving the anemia 
patient a dose of liver before the diagnosis is 
made. Our pathologist, Dr. D. F. Moore, has 
been trying to get that idea to us for a ‘long 
time; his anemia patients should appear in a 
more untouched state this winter. 
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Dr. Chas. K. P. Henry, Montreal on ‘‘Cancer 
of the gastro-intestinal tract’’. In the evening 
he addressed a public meeting in the Darke 
Hall on ‘‘Problems and control of cancer’’ 

The team of speakers went on to Saskatoon 
on the midnight train, where a similar course 
was given for northern physicians. 


Dr. J. B. Ritchie, chairman of the morning 
session, referred to the happy event about to 
take place in the afternoon when Dr. Fer- 
guson’s daughter would become the bride of Dr. 
F, W. Hart’s son, of Indian Head, thus uniting 
two of the prominent medical families of 
Saskatchewan. LILLIAN A. CHASE 


La société médicale des hépitaux universitaires 
de Québec 


Une séance de cette Société tenue 4 1’Hépital 
du St. Sacrement, le mai 9, 1941. Suivent les 
résumés. 


CONSIDERATIONS SUR LE DIABETE INFANTILE.— 
Roland Thibaudeau. 


Le diabéte infantile, évoluant dans un organisme en 
pleine croissance est conséquemment instable et grave; 
e’est habituellement un diabéte consomptif, évolutif qui, 
tét ou tard, méne & la cachexie et au coma, si 1’on ne 
recourt pas 4 1’insulinothérapie. Le début est souvent 
silencieux. A la période d’état, les symptémes sont les 
mémes que chez l|’adulte avec, parfois, en plus de la 
lassitude, une courbe de poids insuffisante, de 1’énurésie 
et des troubles du caractére. 

A propos d’hypoglycémie, on remarque que, chez 
l’enfant, le taux du sucre sanguin peut atteindre des 
chiffres trés bas sans produire de malaise; d’autre part, 
on observe parfois des accidents hypoglycémiques, avec 
des glycémies considérées comme normales, — 


La thérapeutique de 1’affection doit avoir pour but 
d’enrayer les progrés de la maladie tout en gardant 
l’enfant en bonne santé et actif. Pour y arriver 1’asso- 
ciation insuline-régime s’impose. Le régime doit se 
rapprocher autant que possible du régime normal. L/’in- 
suline se donne 4 dose fractionnée, vu la grande sensi- 
pilité de l’enfant a la médication. ‘L’insuline protamine 
zinc permet de rémédier & cet inconvénient. 


Une fois établie, 1’importance de la dystrophie hydro- 
carbonée, on est en présence de deux éventualités qui 
orientent le traitement: (a) diabéte sans acidose, (b) 
diabéte avec acidose. 


Quels sont les résultats du traitement? 1°—diabéte 
equilibré; 2°—diabéte amélioré; 3°—diabéte difficile ou 
impossible 4 équilibrer. 

Contrairement & ce que croient de nombreux méde- 
cins, l’enfant diabétique peut souvent, aprés quelques 
semaines d’observation et de traitement & 1’H6pital, 
retourner dans sa famille, vivre sa vie, c’est-A-dire, pour- 
Suivre ses études etjouer avec ses ecamarades, Ce n’est 
qu’alors qu’on peut parler de succés thérapeutique en 
diabéte infantile. De temps 4 autre, le petit malade se 
présente & la consultation pour faire ‘contréler son oids, 
ses glycosurie et glycémie. D’excellents petits volumes 
du genre de ‘‘The diabetic A.B.C.’’ sont & conseiller; 
ils contiennent les instructions indispensables 4 la bonne 
conduite du traitement 4 domicile. 

Certains diabétiques, cependant, ne peuvent se per- 
mettre cette vie et exigent une surveillance de tous les 
jours; ils ne doivent évidemment plus quitter 1’Hé6pital. 
Et malgré tout, t6t ou tard, & 1’occasion de la moindre 
cause, ces malades tombent en acidose et finissent par 
succomber dans le coma. 
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CONGESTIONS PLEURO-PULMONAIRES. — Renaud 
Lemieux et Honoré Nadeau. 


Les observations relatées ont trait & deux cas de 
congestions pleuro-Pulmonaires aigues d’origine bacil- 
laire survenues ches des militaires 4gés déune vingtaine 
d’années, jusque 14 apparemment indemnes de toute 
atteinte. La maladie a débuté rapidement et a présenté, 
dans la premiére période de son évolution, les principaux 
caractéres des affections pleuro-pulmonaires dues aux 
microbes habituels tels les pneumocoques, le bacille de 
Friedlander, etc. 

Dés leur arrivée 4 l’hépital, ces malades ont été 
soumis & un traitement intensif par les sulfamidés: 
sulfathiazole par voie buccale et sulfapyridine par voie 
intramusculaire, Ce traitement a été un échec complet, 
la maladie a continué d’évoluer 4 1’état aigu pendant 
plus de deux mois. 

Les recherches effectuées ont permis, dans un cas, 
de mettre en évidence la présence du B.K. dans la liquide 
pleural aprés culture sur le milieu de Lowenstein. Dans 
le second cas toutes les recherches ont été négatives, 
mais il persiste une forte présomption en faveur de la 
tuberculose. Dans les deux cas les B.K. n’ont pu étre 
retrouvés dans les crachats aprés de multiples examens. 

L’étude de ces deux cas semble faire ressortir deux 
faits bien particuliers; d’une part la compléte ineffica- 
cité de la médication sulfamidée au cours des infections 
bacillaires, d’autre part l’intérét de cette médication 
comme traitement d’épreuve dans les cas d’infection 
pulmonaire qui n’ont pas faite leur preuve étiologique. 


A PROPOS D’UN CAS D’ANEMIE.—Renaud Lemieux 
et Guy Drouin. 


Les auteurs rapportent l’histoire d’une malade, agée 
de 51 ans, admise pour une histoire de cholécystite 
chronique dont la preuve n’a pu étre faite par le 
tubage duodénal et la cholécystographie. Son teint 
étant un peu pale, ils ont fait faire une formule san- 
guine qui a révélé une anémie hyperchrome de moyenne 
intensité (globules rouges 3,400,000; globules blancs 
5,500; hémoglobine 100 pour cent; valeur globulaire 1.6) 
et une éosinophilie & 22 pour cent. Dans les antécédents 
et dans 1’état actuel rien n’a pu 6étre relevé qui aurait 
expliqué et l’anémie, et 1’éosinophilie. Il n’existait 
aucun signe de parasitose intestinale et les recherches au 
point de vue gastrique ont montré de l’anachlorhydrie et 
de l’achylie, et aux rayons X des contractions inefficaces. 
C’est l’examen gastroscopique qui s’est révélé le plus 
intéressant en permettant de voir une muqueuse atro- 
phique dans son ensemble, présentant les plages blanches 
nacrées_ caractéristiques de l’anémie pernicieuse de 
Biermer. Sous 1’influence de l’hépatothérapie, 1’état 
s’est amélioré: le nombre des globules rouges a été 
porté 4 3,840,000, la valeur globulaire s’est rapprochée 
de l’unité (1.1) et 1’éosinophilie est baissée & 15 pour 
cent. 


R. LESSARD 





Gnuibersity Notes 
McGill University 

The university over a series of years has been 
granting loans, as well as a large number of 
scholarships and bursaries, to needy students. 
The loans are available to students in their final 
years. About $16,000 a year is disbursed in this 
fashion. 

The rate of interest is 2 per cent while the 
student is at the university. Upon graduation 
he pays 3 per cent. There is very little loss in 
these funds, as graduates make every effort to 
pay back their loans as soon as possible. 


It was stated by university officials that the 
university will give sympathetic consideration 
to all applications from students for loan funds. 


Professor J. B. Collip, M.D., D.Se., F.R.S.C., 
ete., has recently been appointed by McGill 
University to head a newly-formed Research 
Institute of Endocrinology. The new Institute 
will be housed in the West Wing of the Medical 
Building. Dr. Collip has resigned his position 
as Gilman Cheney Professor of Biochemistry 
at McGill to aecept the new position, and is 
taking with him two former members of the 
Staff of the Department of Biochemistry, R. L. 
Noble, M.D., and A. H. Neufeld, Ph.D. 

Dr. D. Landsborough Thomson, Professor of 
Biochemistry has been announced as Dr. Collip’s 
successor aS Chairman of the Department of 
Biochemistry. Dr. Thomson, a graduate of the 
University of Aberdeen, and of Cambridge 
University, has been a member of the staff of 


‘the Department since 1929. 





Letters, Notes and Queries 


Treatment of Lichen Planus with Vitamin B 


Complex 
To.the Editor: 


Dr. J. F. Burgess’ paper: Treatment of 
Lichen Planus with Vitamin B complex (Cana- 
dian Medical Association Journal, 1941, 44: 
120) has been of special interest to me as his 
results confirm on a larger material, an im- 
pression which I had gained from treating a 
few cases with vitamin B complex (Minnesota 
Dermatological Society, October, 1939, Arch. 
Dermat., 1940, 41: 620). 

At that time I suspected that vitamin B, 
might be the factor; subsequent experience, 
however, disproved this idea. I have seen 
further very gratifying results from the use of 
vitamin B complex. 

At present, I can only emphasize Dr. Bur- 
gess’ recommendation to use the vitamin B 
complex until a specific factor has been demon- 
strated. It would seem worthwhile that those 
who treat a large number of cases of lichen 
planus should try the various components of the 
complex. I may mention in this connection a 
report from Tzank, Sichi and Tardieu (Bull. 
Soc. frang. Dermat., 1939, 46: 862), about good 
results from treatment with nicotinic acid 
amid. 

Yours very sincerely, 
STEPHAN EPpsteEINn, M.D. 
Marshfield, Wis., 
August 27, 1941. 


Answers to letters appearing in this column 
should be sent to the Editor, 3640 University Street, 
Montreal. 
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Abstracts from Current Literature 


Medicine 


Effectiveness of Methyl Testosterone Adminis- 
tered Orally. Eidelsberg, J. and Madoff, L.: 
Am, J. M. Sc., 1941, 202: 83. 


The authors have studied the effect of the 
oral administration of methyl testosterone in 
a group of cases which included the following 
types: (a@) primary treatment.in a mild eunu- 
choid ‘aged 18 years; (b) as maintenance 
therapy in a patient with hypopituitarism, 
associated with hypogonadism, who had already 
responded to parenteral testosterone proprio- 
nate; (c) as primary treatment in hypopitui- 
tarism with hypogonadism; (d) as primary 
treatment in 16 year and 22 year old eunuchs. 
The dose employed was from 100 to 150 mg. 
per day, administered by mouth. No toxic or 
gastro-intestinal effects were noted. The treat- 
ment was found to be satisfactory, whether 
used to maintain the effects of testosterone pro- 
prionate or as initial therapy. Testosterone 
effects were noted in all cases. The authors 
present visual proof in the form of photo- 
graphs of the subjects before, during and 
after therapy. E. 8. MILis 


A propos d’un cas d’endométriose du célon 
sigmoide. Lefrancois, C.: J. de l’Hotel-Dieu 
de Montréal, 1941, 10: 40. 

Aprés avoir rapporté un cas d’endométriose 
du sigmoide ayant simulé un cancer, |’auteur 
donne un bref résumé de cette curieuse maladie. 
C’est une néoplasie bénigne caractérisée par le 
développements aberrant de fragments de mu- 
queuse utérine, portant le nom d’endométridme 
lorsqu’elle constitute une tumeur. Soumise au 
cycle menstruel cette tumeur subit les mémes 
variations histologiques que la muqueuse 
utérine; assez fréquente, apparaissant chez les 
femmes entre !a trentaine et la ménopause, due 
a une greffe de fragments de muqueuse utérine, 
siégeant surtout dans 1’utérus, la trompe, dans 
V’ovaire, dans le Douglas, 4 1’ombilic, 4 1’intes- 
tin, en particulier surtout sur le rectum et le 
colon sigmoide, et simulant de ce fait le cancer. 

La symptomatologie est dominée par le fait 
suivant : ‘‘ Périodicité mensuelle des symptomes’’, 
que ce soit des hémorragies, des douleurs, ou 
des crises d’obstruction intestinale. L’endo- 
métriose du rectum ou du colon est caractérisée 
par des hémorragies anales au moment des 
régles, et si la tumeur est volumineuse par des 
crises occlusives ou sub-occlusives; crises dé- 
butant 4 1’époque des menstruations. 

Le traitement consiste en stérilisation tem- 
poraire ou définitive par la radiothérapie: mais 
Vauteur fait remarquer que le diagnostic 
étant fait la plus part du temps aprés 1’exérése 
chirurgicale, et par le pathologiste, ce traite- 
ment est rarement appliqué si ce n’est qu’aprés 
l’intervention 4 cause du danger de récidive. 

Yves CHAPUT 
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Laurence-Moon-Biedl Syndrome with Tetany. 
D’Abreu, F. and Ferriman, D.: Brit. M. J., 
1941, 1: 157. 


This is an account of a woman of 25 who was 
the oldest of seventeen children, of whom five 
were blind at birth. Fifteen of the children 
died young, so that there remained only the 
patient and one normal child at the time of the 
report. One normal child, normal as far as 
vision was concerned, had six toes on each foot. 
The patient had been very obese, but later 
developed tetany, and lost weight so that this 
cardinal symptom of the above syndrome was 
no longer present. She did not have mental 
deterioration nor polydactyly, two other of the 
five cardinal symptoms. But hypogenitalism 
was exhibited according to the authors, in the 
menstrual history, for although she began to 
menstruate at 11 the periods were scanty, in- 
frequent and irregular, Examination of the 
eyes revealed atypical retinitis pigmentosa. 
The parents were not related. 

Although the syndrome as exhibited in this 
patient was atypical, the authors state that this 
is not infrequent, and the presence of poly- 
dactyly in another child in the family who 
lacked the eye symptoms is suggestive. The 
familial incidence of the blindness plus the 
findings in the patient lead the authors to con- 
sider this as a true case of the Laurence-Moon- 
Biedl syndrome. MapGE THURLOW MACKLIN 


The Incidence of Trichinosis in New York City. 
Most, H. and Helpern, M.: Am. J. M. Sc., 
1941, 202: 251. 


Examination of the bodies of 100 adults who 
died violent or sudden and unexpected deaths 
in New York City revealed a 22 per cent in- 
cidence of T. spiralis infestation. The tissues 
were studied by a combination of press, diges- 
tion, and histological methods, and it is of in- 
terest that the relative efficacy of the three 
methods in detecting positive cases of infesta- 
tion was in the ratio of 8 to 21 to 11. Without 
the use of the digestion method the incidence 
would have been only 12 per cent. The muscle 
for digestion should be from the diaphragm. 
Random histological sections from a single small 
block will be invariably negative, despite 
strong clinical and laboratory evidence of the 
disease. 

All three laboratory procedures described 


are simple and can be performed in any labora- 
tory. E. 8. MILLs 


Surgery 


Early Carcinoma of the Colon. Bargen, J. A. 
et al.: Arch. Surg., 1941, 43: 192. 


In reviewing the results obtained by surgical 
treatment in a series of small cancers of the 
colon, the authors were impressed by the high 
proportion of instances in which the lesion re- 
eurred locally, after the growth had apparently 
been eradicated to the entire satisfaction of 
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both the surgeon and the pathologist. Careful 
histological examination of the excised surgical 
specimens showed that in each case the cancer 
had been removed in its entirety. In their 
Series of 30 cases, 16 patients were alive and 
free from symptoms five years after operation; 
5 had died of metastatic growths, and so-called 
recurrence had taken place in the remaining 
nine. The present study is based on an ex- 
amination of the specimens which were removed 
at operation in these cases, with special refer- 
ence to the condition of the mucous membrane 
surrounding the primary growth, in an en- 
deavour to identify any potentially malignant 
changes. The authors conclude that a ‘‘poten- 
tially malignant’’ region exists in the colon 
prior to and coincidently with the development 
of cancer, and this region is considerably 
larger than the part which is occupied by the 
cancer itself. This region represents the re- 
action of the tissues to some extraneous in- 


fluence. As it is an inflammatory reaction, the - 


cells primarily concerned are the mesoblastic 
cells, which are the natural defensive cells of 
the body. The process of repair manifested hy 
the epithelial cells may become disordered. 
This process of repair in cells removed from 
their normal situation may give rise to malig- 
nant anaplasia. G. E, LEARMonTH 


The Treatment of Staphylococcic Infections 
with Thiazole Derivatives of Sulfanilamide. 
Beling, C. A.: Am. J, Surg., 1941, 53: 219. 


A series of 130 cases (in 14 hospitals) of 
staphylococcie infections treated with thiazole 
and sulfamethylthiazole were used as material 
for the study. Because peripheral neuritis was 
reported as a complication of the latter drug 
the methylated derivative was only used in a 
few cases at the beginning. Staphylococci 
were identified in all cases though some infec- 
tions were mixed. It was found that the most 
effective dosage was 2 g. initially then 1 g. 
every four hours for adults. Children were 
given 0.5 g. per 25 lbs. body weight followed by 
0.25 g. every four hours, though in certain 
cases larger doses were necessary, to maintain 
a blood level of 4.0 to 6.0 mg. per cent. The 
drug was given intravenously only when oral 
administration was impossible since the sodium 
salt has a pH of 10.4 in 10 per cent solution. 
The adult dose was 2 to 3 g. given slowly over 
fifteen minutes. The dangers were those of 
thrombosis and on repetition laking of red 
blood cells. The drug was not well absorbed 
when given by rectum. Sulfathiazole was also 
used locally both dissolved in saline and as a 
powder, with success in enabling closure of a 
potentially infected wound without drainage. 
The exeretion of thiazole is more rapid than that 
of sulfanilamide or pyridine and so must be 
given every four hours. Complications were gen- 
erally not serious. Drug fever may occur after 
the sixth day and may be of a steady or septic 


type. Skin rashes were not common and pa- 
tients were not photosensitive. ‘‘Pink-eye’’ 
occurred in three patients. Hzematuria was 
rare though crystals in the urine were com- 
monly found. Nausea occurred in 27 per cent. 
The author advises against withdrawing the 
drug because of nausea, headache, erystalluria, 
skin rashes or conjunctival reactions. The 
drug should be stopped if hematuria increases, 
hyperpyrexia, neuritis, leukopenia, or acute 
anemia develops. By maintaining an adequate 
blood level and using the drug until fever was 
absent for four days, 116 out of the 130 cases 
improved. The failures occurred in patients 
who were seen late with many lesions already 
present. Pus must be drained. The cause of 
infection must be eliminated (e.g., urinary 
stone). Most dramatic results are obtained in 
septicemia and face infections. The drug can- 
not be used carelessly for thiazoles are poten- 
tially dangerous. Burns PLEWES 


Obstetrics and Gynecology 


Chronic Nephritis and Pregnancy Fatalities in 
Philadelphia. Paxson, N. F.: Am. J. Obst. & 
Gyn., 1940, 40: 995. 

The analysis of 44 fatal cases of chronic neph- 
ritis complicated by pregnancy shows that two- 
thirds of the primary mortality is preventable, 
of which two-thirds are due to lack of prenatal 
care and ignorance of the patient, and one-third 
due to errors of judgment on the part of the 
physicians. The chief error in medical care 
was failure to recognize the seriousness of the 
situation and failure to terminate pregnancy 
promptly. 

In addition to the usual symptoms of the dis- 
ease, the frequency of obesity and hemorrhage 
is demonstrated as serious complicating factors. 
The failure to study eye-grounds is noted, with 
the recommendation that an ophthalmoscope 
should be part of the standard equipment of a 
maternity doctor, and that the eye-grounds 
should be studied by the obstetricians. 

A minimum standard is offered for the diag- 
nostic study and evaluation of the disease with 
definite indications for the termination of preg- 
naney. Ross MITCHELL 


Desmoblastoma Ovarii Malignum. Solomons, 
B. and Dockeray, G. C.: J. Obst. & Gyn. of 
the Brit. Emp., 1940, 47: 451. 

The ovarian tumour described is an exceed- 
ingly rare type to which Schiller has given the 
name of ‘‘Desmoblastoma ovarii malignum’’. A 
reference is made to other cases and authors are 
mentioned and photographs of tumours are 
shown. 

Histological examination of such a primary 
tumour showed that it was composed of three 
kinds of tissue: (1) a myxomatous connective 
tissue poor in cells; (2) a sarcoma-like tissue 
consisting of large cells; (3) small islands of 
typical hyaline cartilage. 
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Microscopically, the tissue consists of a loose 
connective tissue which in most places contains 
masses of large, deeply staining cells having a 
close resemblance to granulosa cells. The most 
conspicuous features, histologically, are numer- 
ous cartilaginous islets scattered in an irregular 
manner throughout the section. These carti- 
laginous islands stand out very clearly in sec- 
tions stained with polychrome methylene blue, 
in which the cartilage appears crimson and the 
surrounding cells blue. In some places are 
tubules, such as are found in the rete ovarii and 
in arrhenoblastoma. In a few areas are numer- 
ous dilated thin-walled blood spaces and some 
areas are necrotic and infiltrated with inflam- 
matory cells. 

The embryonic nature of this tumour can be 
better understood by referring to sections taken 
through the pelvic nephrogenic region of a 
young fetus of about 14 mm. Various develop- 


ments of mesodermic tissues are then seen. 
P. J. KEARNS 


Unilateral Twin Tubal Pregnancy with Coinci- 
dent Intra-uterine Pregnancy. Browne, O’D.: 
J. Obst. & Gyn. of the Brit. Emp., 1940, 47: 
673. 


The author reports a combined intra-uterine 
and tubal pregnancy, which is regarded as a 
somewhat unusual obstetrical entity. A refer- 
ence to similar cases in the literature is also 
given. 

In this particular case it would seem that 
both Fallopian tubes had been inflamed before 
pregnancy occurred, possibly secondary to the 
appendicitis. It may also be suggested that 
whereas the left tube had either escaped with- 
out occlusion of its fimbrial end, or this end 
had subsequently overcome any plastic reaction 
and allowed the ovum or ova to enter, the right 
tube had either suffered more severely or had 
not recovered as rapidly. It is also quite 
possible that the right tube may have been open 
and normal when either of the pregnancies 
began but later became occluded either as a 
result of aseptic irritation from regurgitated 
blood from the intra-uterine abortion or by 
persistent leakage from the tube of the opposite 
side into the uterine cavity meaees - intra- 
uterine abortion took place. . KEARNS 


A Granulosa-cell Tumour of the Ovary with 
Remarkable Hyperplasia of the Uterus. 
Russell, P. M. G.: J. Obst. & Gyn. of the Brit. 
Emp., 1940, 47: 669. 


The author describes a granulosa-cell tumour 
of the ovary which had probably been present 
for about 4 years, so that its endocrine action 
was pronounced. Other pathological condi- 
tions—namely, tuberculosis of the Fallopian 
tube and a parovarian cyst—were present. 

A nullipara aged 67, who suffered from mild 
delusional insanity, was noted in April, 1935, 
as having ‘‘menstruated on 36 days during the 
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last 4 months’’. The uterus was not enlarged, 
but no other abnormality in the pelvis was 
found. In June, 1935, the patient started to 
have a blood-stained discharge and the uterus 
was found to be slightly enlarged. In Novem- 
ber, 1935, profuse uterine bleeding occurred 
and this continued at intervals during the fol- 
lowing year. In June, 1937, edema of the left 
leg appeared and the bleeding was now almost 
continuous and often severe. 

Irregular bleeding continued till September, 
1939, and a firm mass was felt rising from the 
pelvis somewhat to the right of the midline. 
On pelvic examination an enlarged uterus was 
felt drawn upwards by a solid tumour lying to 
the right of it. The cervical canal was dilated 
and through it projected a large polypus. 
Blood was seen issuing from the uterus. 

A tentative diagnosis of granulosa-cell tu- 
mour was made. As the case occurred in the 
early days of the war blood and urinary 
cestrone estimations were difficult to arrange 
and were dispensed with. 

At operation the uterus was found to be en- 
larged to about the size of a 12 weeks’ to a 14 
weeks’ gestation, and a lobulated ovarian 
tumour, somewhat adherent, was present on the 
right side. There was a small nodule of what 
appeared to be growth in the right Fallopian 
tube and a parovarian cyst, the size of a hen’s 
egg on the left side. Ascites or other signs of 
metastasis were absent. Total hysterectomy 
and bilateral salpingo-oophorectomy were per- 
formed. 

Convalescence was uneventful. The mamme 
did not secrete after operation. The delusions 
remained unaltered. P. J. KEARNS 


The Advantages of Conservative Obstetrics as 
Shown by Examination Within Six Weeks 
Post Partum. Nelson, H. B. and Abramson, 
D.: Am, J. Obst. & Gyn., 1941, 41: 800. 


Two thousand consecutive admissions to the 
Boston Lying-in-Hospital have been studied. 
Emphasis is placed on conservatism in ob- 
stetrics as being most instrumental in the 
future well-being of the patient. A morbidity 
of 5.5 per cent is reported. Analgesics in 
labour are recommended. Manual dilatation of 
the cervix is discouraged. The incidence of 
operative obstetrics has been kept very low. 

Episiotomy, preferably median, is encouraged 
as a routine procedure. Immediate repair of 
the cervix except in cases of hemorrhage is 
considered as unnecessary and creating an 
unnecessarily high morbidity. The use of 
vaginal douches, silver nitrate, and the electro- 
cautery is encouraged. 

Third-degree retroversions should be treated 
only when symptomatic and then by the use of 
the Smith-Hodge pessary before resorting to 
surgery. The bladder should be watched care- 
fully during labour and immediately after- 
wards and treated to prevent atonicity. 

Ross MITCHELL 
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The Endometrium in Tuberculous Peritonitis 
and in Sterility. Jensen, R. M. and Mc- 
Donald, J. R.: Am. J. Obst. & Gyn., 1941, 41: 
268. 


In 2, or 8 per cent, of 25 cases of sterility 
studied tuberculosis of the uterus was en- 
countered. The incidence of tuberculous endo- 
metritis in the 25 uteri from parous women 
studied was 4 per cent. However, in the 25 
eases of tuberculous peritonitis studied in 
which the uterus was surgically removed tuber- 
culous involvement of the uterus was found in 
60 per cent. 

Endocervical tuberculosis was found more 
frequently than has been described previously. 
It seems likely, therefore, that if more exten- 
sive histological study were made of the 
endometrium in routine curettings and hyster- 
ectomies the incidence of tuberculosis on the 
uterus would be found to be much higher. 

Ross MITCHELL 


The Immediate Treatment of Obstetric Hemor- 
rhage and Shock. Gordon, C. A.: Am. J. 
Obst. & Gyn., 1940, 41: 1056. 


Restoration of blood volume is logical, since 
in no other way can circulatory efficiency be 
maintained. Plasma or serum are ideal sub- 
stitutes for blood. Simple and easy to prepare, 
no typing or cross matching is necessary, and 
either may be given repeatedly in large 
amounts without fear of untoward reaction. A 
plasma bank is practicable for even the smallest 
hospital, while a blood bank is not. The réle 
of hemorrhage in death from sepsis is an im- 
portant one. We should be prepared for 
hemorrhage and shock before, during and 
after every labour we conduct. Ross MiTcHELL 


Oto-rhino-laryngology 


The Mechanism of Acustico-lateral Sense 
Organs in Fishes, with special Reference to 
Problems in the Physiology of the Semi- 
circular Canals. Sand, A.: J. Laryn. & Otol., 
1940, 55: 449. 


This article is a description of the action of 
the cells comprising the lateral line organs 
of the elasmobranch fishes and a comparison 
of their action with that of the apparently 
similar hair-cells of the semicircular canals 
and cupula. The work was done on the semi- 
circular canals of Raia fishes, and the electrical 
discharges from the nerves supplying these 
cells were measured. The following observa- 
tions were recorded, which the author feels 
are applicable to the similar problems arising 
in mammals, more especially the human being. 

The activity of the horizontal canals is con- 
fined to planes near the horizontal. The 
vertical canals are active in all planes and 
work together in antagonistic pairs, but the 
pairs are different and specific for each of the 
three primary axes of rotation. With each 


axis of rotation any given canal has a different 
partner. During rotation about the longi- 
tudinal axis the vertical canals are laterally 
synergic; during rotation about the transverse 
axis they are transversely synergic; and dur- 
ing rotation about the vertical axis they are 
diagonally synergic. The tonic action of the 
semicircular canals is due to spontaneous 
activity of the hair-cells which discharge a per- 
sistent rhythm of afferent impulses in the 
absence of external stimulation. The two- 
way response of an individual semicircular 
canal whose discharge is increased by rotation 
in one direction and inhibited by rotation in 
the opposite direction provides a basis for the 
interpretation of the persistence of reflex 
responses to opposite sense of rotation in 
animals after unilateral extirpation of the 
labyrinth. Excitation of the crista of the 
horizontal ampulla is evoked by ipsilateral 
acceleration and contralateral deceleration and 
inhibition by contralateral acceleration and 
ipsilateral deceleration, but owing to the physi- 
eal properties of the cupula the effects persist 
for about half a minute after acceleration or 
deceleration has given place to constant angu- 
lar velocity or the stationary state, and thus 
a peripheral mechanism is provided which is 
adequate to account for the origin and dura- 


tion of nystagmus and after-nystagmus. 
Guy H. Fisk 


Bleeding from the Ear as a Sign of Leaking 
Aneurysm of the Extracranial Portion of the 


Internal Carotid . Young, N.: J. 
Laryn. & Otol., 1941, 56: 35. 


The author reports in detail 2 cases of his 
own and in outline 26 cases of others from 
which he delineates a syndrome referable to 
erosion of the internal carotid artery with 
aneurysm formation. The condition occurs in 
young children, probably because the pre- 
cursors are commonest in such children and be- 
cause the retropharyngeal and lateral pharyn- 
geal glands have not yet atrophied. The syn- 
drome is found only with erosion of an aneur- 
ysm of the carotid. The sequence of events is 
thought to be first some pharyngeal or cervical 
infection including a dental one followed by 
abscess of the parapharyngeal space. This is 
followed by erosive aneurysm of the carotid 
with fistula formation to the external auditory 
meatus, The signs and symptoms of the con- 
dition are as follows—a history of some causa- 
tive affection; swelling behind the angle of the 
jaw; vague throbbing pain over the swollen 
area. Then a sharp lancinating pain in the ear 
followed by a profuse hemorrhage from the 
external auditory meatus. There is a tempera- 
ture of about 102° F. Treatment is by trans- 
fusion, ligation of the internal carotid artery, 
packing of the neck wound, the end-result of 
which should be a vessel surrounded by firm 
fibrous tissue. Guy H. Fisk 
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Radiology and Physiotherapy 


Roentgen Irradiation of the Pelvis in Car- 
cinoma of the Cervix Uteri. Stone, R. S. and 
Robinson, J. M., Radtology, 1941, 36: 521. 


In the plan of treatment now in use the 
lesion in the cervix is irradiated by radium. 
The roentgen rays are directed primarily to the 
regions of direct extension and to the lymph 
nodes. 

From 30 to 50 per cent of patients with 
operable lesions have involvement of the lymph 
nodes. From 10 to 20 per cent of patients with 
small local lesions, without parametrial involve- 
ment, have metastases in the lymph nodes. 
Therefore, not only those patients with large 
lesions but also those with small ones should 
have treatment with x-rays, unless a radical 
Wertheim operation is to be performed. 

Ninety per cent of lymphatic involvement 
occurs in the primary nodes, which consequent- 
ly must be included in the regions irradiated. 
These primary nodes are: (a) the hypogastric 
—heside the hypogastric artery just below the 
bifureation of the common iliae artery; (b) 
the obturator, on the obturator nerve near the 
femoral ring; (c) the iliae nodes, along the ex- 
ternal iliac artery at and below the bifurcation 
of the common iliac artery; (d) the sacral 
nodes, on the anterior surface of the sacrum; 
(e) the parametrial nodes, including the 
ureteral nodes. Direct extension of the cancer 
into the parametrium and vagina may occur, 
and fields must include these structures. 

Accurate aiming of the beam is as important 
as selecting the fields on the skin and the 
amount of radiation to be given. Technicians 
should not be given this responsibility. 

The amount of irradiation given should be all 
that the normal tissues can tolerate. Six fields 
produce the best internal distribution of the 
radiation. 

Five-year survivals of patients treated by a 
combination of radium and x-rays from a 200 
kv. unit (H.V.L. 1.05 Cu) indicate that the 
growth of the cancer is retarded or destroyed 
by X-rays. R. C. Burr 


Treatment of Laryngeal Cancer by Irradiation. 
Quick, D.: Am. J. Roentgenol. & Radium 
Therapy, 1941, 46: 11. 


Carefully done roentgen therapy offers an 
excellent chance for cure in laryngeal cancer 


uncomplicated by previous treatment. The 
author uses a distance of 80 em. and 200 kv. 
with filtration of 2.32 mm. Cu. The dosage in 
roentgens per minute is 6 to 7 r. He begins 
with a low, initial, daily dose—50 r to each of 
two lateral fields which are around four by 
five cm. in size, gradually increasing to 75 r to 
the lateral and anterior fields until during the 
second week each of the three fields is receiv- 
ing 100 r. This treatment is on the basis of 
five days a week. The daily dose of 300 r with 
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the factors mentioned is the maximum daily 
dose. 

This method is applicable to a larger group 
than is radical surgery. It is free from interim 
risk and results in complete restoration of 
function. There is a limit beyond which it is 
unsafe to inerease the roentgen-ray dosage. 
With these cases resistant to roentgen irradia- 
tion, recurrences, and incompletely treated 
eases, laryngofissure plus radon implants or 
cautery offers a chance for further cure but 
without restoration of function in all except an 
occasional ease. 

Metastatic cervical nodes are treated by 
surgical exposure and radon implantation; 
their occurrence is infrequent. R. C. Burn 


Roentgenologic Considerations in the Diagnosis 
and Treatment of Primary Malignant Bone 
Tumours. Howes, W. E. and Schenck, S. G.: 
Radiology, 1941, 37: 1. 


The analysis of 40 cases of primary malig- 
nant bone tumours, grouped according to the 
latest classification of the Registry of Bone 
Sarcoma, shows a majority of the patients 
younger than forty years and an average dura- 
tion of symptoms before receiving treatment of 
about six and a half months. 

The roentgen examination is shown to be of 
considerable importance and represents one of 
the surest methods of diagnosis. An attempt 
has been made to summarize the characteristics 
of each type of tumour, including the limita- 
tions and accuracy of roentgenography. Early 
roentgen surveys of any unexplained pain 
should be immediately followed by biopsy 
examination in doubtful cases. The therapeutic 
procedure cannot be standardized at this time. 
The results from radical surgery alone are dis- 
appointing. In this series the best results were 
obtained in those cases which received irradia- 
tion, usually in conjunction with surgery. 

R. C. Burr 


Anesthesia 


Case Reports of Fatalities Following Intra- 
venous Anesthesia. Patterson, R. L.: Cur- 
rent Researches in Anxs, & Anal., 1941, 20: 
225. 

The author reports three cases which he con- 
siders will be of interest since the intravenous 
barbiturates have become so popular as a 
method of anesthesia. The first was an elderly 
female diabetic with hypertensive heart disease 
and generalized arteriosclerosis. She had a 
painful swelling on the plantar surface of the 
left foot which had been present for two weeks. 
The blood sugar value had varied from 270 mg. 
to 250 mg. per 100 ¢.c. of blood. Incision and 
drainage of the left foot was attempted under 
evipal soluble anesthesia. Only 4 c¢.c. were 
given and at first no depression was noted but 
shortly after the operation was started it was 
noted that the patient was having respiratory 
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difficulty and the radial pulse was not palpable. 
Respirations soon ceased and artificial respira- 
tion was started. Coramine and adrenalin were 
administered without response. The patient 
was pronounced dead 25 minutes after the 
anesthetic had been started. A blood sample 
was taken and found to contain 250 mg. of 
sugar per 100 ¢.c. of blood. 


The second case was also an elderly female 
with a history of rheumatic heart disease, 
mitral regurgitation and a record of two 
previous pulmonary emboli. She appeared to 
be well compensated at the time of admission 
but had developed an infection about the right 
lower second bicuspid tooth. As she was said 
to have an idiosynecrasy to novoc&ine it was 
decided to extract it under pentothal sodium 
anesthesia. She was given pantopon gr. 1/3 
one hour before the pentothal. Three c.c. of a 
5 per cent solution of pentothal sodium, fol- 
lowed by two more when she did not relax, was 
the total dose employed. During the time she 
remained unconscious and tense but the tooth 
was extracted. After a deep expiration she 
did not breathe again. <A free airway was 
maintained. Artificial respiration and cora- 
mine were of no avail but her heart continued 
to beat over three minutes after respiration 
had ceased. The patient died apparently from 
acute failure or paralysis of the respiratory 
centre. Death occurred five minutes after the 
administration of the anesthetic was begun. 


The third patient was a white male of 45 
years who was admitted to the hospital with a 
painful swelling in the anterior portion of his 
neck. It was diagnosed as Ludwig’s angina. 
There was no evidence of any respiratory dif- 
ficulty in inspiration or expiration. It was 
decided that incision and drainage should be 
done that evening. Pentothal was chosen as 
the anesthetic agent and a 5 per cent solution 
was employed. Five ¢.c. were injected for in- 
duction of the anesthesia. After a pause of a 
minute or more the operation was started. 
Upon the patient moving his head slightly 
3 ec. more of the solution were injected. 
Several minutes later the patient became 
cyanotic and had difficulty in breathing. The 
operation was-discontinued and artificial respi- 
ration was carried out without success. After 
five minutes the heart sounds and radial pulse 
were not perceptible. The patient was pro- 
nounced dead fifteen minutes after the begin- 
ning of the anesthesia. 

These cases indicate the necessity for careful 
selection of patients that may be considered 
suitable for anesthesia by intravenous injection 
of the soluble barbiturate. They also indicate 


the necessity of having always available some 
very efficient means of barbiturate resuscita- 
tion. It is always a good plan to have oxygen 
or. oxygen-carbon dioxide on hand when the 
soluble barbiturates are being given. 

F. ArtHuR H. WILKINSON 





Pathology and Experimental 
Medicine 


Thrombocytopenia: A  Confirmatory Report. 
Rose, H. and Boyer, L. B.: J. Clin. Investiga- 
tion, 1941, 20: 81. 


Spleens from two patients with idiopathic 
thrombocytopenic purpura and from two con- 
trol patients with no evidence of this disease 
were. extracted according to the method of 
Troland and Lee. The splenic extracts were 
injected into healthy young male rabbits, the 
platelets of which had been counted and re- 
peatedly checked beforehand. In the rabbits 
injected with extracts from the spleens of pa- 
tients with idiopathic thrombocytopenic pur- 
pura, the platelets dropped markedly in 
number, whereas in rabbits injected with con, 
trol extracts there was no appreciable drop. 
This confirms previous work indicating a 
platelet reducing substance in spleens of pa- 


tients with idiopathic Leaaeamecmer 4° Se pur- 
pura. . R. TOWNSEND 


The Pathogenesis of Azotemia in Hemorrhage 
from the Upper Gastro-intestinal _ Tract. 
Johnson, J. B.: J. Clin. Investigation, 1941, 
20: 161. 


The author observed a marked rise in the 
non-protein and urea nitrogen of the blood in 
eases of severe upper gastro-intestinal hemor- 
rhage only when there was a temporary or 
permanent reduction in renal function. -The 
duration of the azotemia was 3 to 5 days after 
a single hemorrhage, but was more prolonged 
when there were repeated hemorrhages. No 
changes were observed in the serum chloride 
or in the plasma carbon dioxide-combining 
power. Whole blood in the upper gastro- 
intestinal tract is digested and absorbed, and 
results in the formation of urea. The patho- 
genesis of the azotemia depends on a rate of 
urea formation which is in excess of the rate 
at which urea can be excreted by the kidneys. 
No definite correlation between the degree of 
azotemia and the prognosis for recovery was 
found. The absence of azotemia in some 
patients with massive hemorrhage into the 
upper gastro-intestinal tract may be explained 
by the fact that the patients have normal renal 
function. In them the rate at which urea is 
excreted quickly equals the rate of increased 
urea production. S. RB. TOWNSEND 


Calcium and Phosphorus Metabolism in Osteo- 
malacia. XI. The Pathogenetic Role of 
Pregnancy and Relative Importance of Cal- 
cium and Vitamin D Supply. Liu, S. H. 
et al.: J. Clin. Investigation, 1941, 20: 255. 
The authors present data on calcium, phos- 

phorus and nitrogen metabolism during the 

latter part of pregnancy which were obtained 
on ten subjects showing various states of 
skeletal store and vitamin D nutrition. Given 
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an adequate supply of vitamin D and calcium, 
patients with osteomalacia showed no inherent 
ability to retain minerals during pregnancy, 
compared with those with no skeletal depletion. 
The added requirement during gestation, un- 
like that in lactation, did not seem to go beyond 
fetal needs. However such needs had to be 
filled at the expense of the maternal tissue if 
the supply of vitamin D and minerals was in- 
adequate. Under such circumstances preg- 
nancy plays an important pathogenetic réle in 
osteomalacia inasmuch as it hastens the skeletal 
demineralization. While calcium intake tends 
to ameliorate the effects of vitamin D de- 
ficiency, the latter conserves calcium. Of the 
two vitamin D is probably more important, 
provided a reasonable level of calcium intake is 
available. The calcium requirement during 
pregnancy is conditioned by the prior skeletal 
store, the previous dietary intake, and the 
state of vitamin D nutrition. 5%. B. TowNseNnp 


Solitary Myeloma of Bone: Review of Roent- 
genologic Features, with Report of Four 
Additional Cases. Paul, L. W. and Pohle, 
E. A.: Radiology, 1940, 35: 651. 


After reviewing 41 cases of single osseous 
myelomas and then 4 additional cases the 
following conclusions were arrived at by the 
authors. 

(1) Solitary bone myeloma cannot be con- 
sidered rare. (2) Pathological reports indicate 
no essential difference between solitary and 
multiple forms of myeloma. (3) Roentgeno- 
logically there are two principal forms: (a) in 
one the resemblance to giant-cell tumour is 
striking; (b) in the other, osteolysis predomi- 
nates but osseous expansion may be present. 
(4) Because the tumour may be relatively be- 
nign, strenuous efforts to eradicate it are 
warranted. (5) Solitary myeloma must be 
differentiated, roentgenologically, from giant- 
cell tumour, localized fibrocystic disease, malig- 
nant metastases, osteogenic sarcoma, Ewing’s 
tumour, and some rare bone tumours. The age, 
incidence, location, symptomatology, and roent- 
gen appearance aid in differentiation. Biopsy 
is indicated so that adequate treatment can be 
instituted. 8. B. TOWNSEND 


Hygiene and Public Health 


Active Immunization Against Tetanus by Vac- 
cination with Tetanus Toxoid. Circular 
Letter No. 34, Office of the Surgeon General, 
Washington, J. Am. M. Ass., 1941, 116: 2857. 


The practice of the United States army with 
respect to tetanus toxoid inoculation is as 
follows: The initial vaccination consists of 
three subcutaneous injections of tetanus toxoid 
(plain) of 1 ¢.c. at 3 to 4 weeks’ intervals. 
Under normal conditions one stimulating dose 
of toxoid will be administered at the end of 
the first year. In time of war a stimulating 
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dose will be administered during the month 
prior to departure for a theatre of operations 
unless such departure is within a period of six 
months subsequent to the stimulating dose. 

A stimulating dose of toxoid will be given: 
(1) to each person who ineurs a wound or burn 
on the battlefield; (2) to patients undergoing 
secondary operations or manipulations when 
deemed advisable, and (3) to others who incur 
punctured or lacerated wounds which might be 
contaminated with Clostridium tetam. 

Tetanus antitoxin will be used for the treat- 
ment of clinical tetanus or for the prevention 
of tetanus in persons not actively immunized 
with toxoid or to persons whose record of 
active immunization has been lost. 

FRANK G. PEDLEY 


Where Maternity Hazards are Still too High. 
Stat. Bull., Metrop. Life Insurance Co., 1941, 
p. 6. 


Maternal mortality has dropped about 40 per 
cent in the United States in the past ten years. 
In many places, however, it is still high. This 
is particularly true of the southern states. On 
the whole the lowest maternal mortality is 
found in the middle and north central states. 
Mortality is highest where hospitalization is 
lowest and where attendance by midwives is 
highest. This is not necessarily an indictment 
of lack of hospitalization or presence of mid- 
wives, but may be a reflection of economic con- 
ditions in general. Coloured women have about 
double the maternal mortality of white women, 
but this does not account for the high death 
rate in the south, for it is still high when only 
the white population is considered. 


About two-fifths of deaths from puerperal 
causes occur before confinement. This in itself 
is an excellent argument for prenatal care. 

FRANK G. PEDLEY 


Tuberculous Infection Among Nurses and Medi- 
cal Students in Sanatoriums and General 
Hospitals. Dufault, P.: New Eng. J. Med., 
1941, 224, 711. 


Before the time of Koch many physicians 
considered that the care of the tuberculous 
constituted a distinct risk for the attendants. 
Following the discovery of the tubercle bacillus 
there was a tendency to minimize the risk. 
Trudeau, for example wrote: ‘‘In the early 
days of the Sanatorium, and for the past ten 
years, many of our employees, dining room 
maids and so forth were, as far as I know, 
healthy people. To my knowledge none of 
these ever developed tuberculosis at the sana- 
torium’’. Since 1925, however, there has been 
a marked change in the medical viewpoint in 
this regard. The current belief is that there 
is a greatly increased risk of developing tuber- 
culosis among nurses and doctors. A great 
mass of evidence has accumulated on this point. 
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The following table by Hedvall, of the Uni- 


versity of Lund, Sweden, is illustrative of this 
evidence. 


INCIDENCE OF TUBERCULOSIS IN THE DIFFERENT 











FACULTIES 
No. of 
No. of casesof Tuberculosis 
persons tuberculosis im different 
examined found groups 
, percentage 
Medical students .. 638 72 11.3 P 
Philosophy students 1,367 17 1.2 
Theology students . 409 12 2.9 
Law students ..... 488 9 1.8 
Probationary nurses 434 23 5.3 





_ Some authors stress the danger of infection 
in autopsy rooms. There is much evidence to 
show that a considerable number of bodies 
autopsied are tuberculous. This evidence too 
indicates that a good many patients of general 
hospitals are tuberculous. Many of them dur- 
ing life are not suspected of having tubercu- 
losis. This in part may explain why some 
studies show a higher incidence of tuberculosis 
morbidity among general hospital nurses than 
among nurses in sanatoria for tuberculosis. 

_ The author has made some studies of the 
immediate surroundings of tuberculous patients 
in an effort to determine the likeliest points of 
contamination. Droplet infection is obviously 
important. Even in sanatoria where patients 
are especially trained many patients cough 
without covering their mouths. Other patients 
cover their mouths with their hands and by 
means of the hands contaminate the objects 
they handle. 

The author subscribes to the current view 
that there is an increased incidence of tuber- 
culosis among medical personnel, and offers 
certain suggestions as to measures which might 
be taken to minimize the risk. No nurse or 
orderly or ward maid should be permitted to 
work in a sanatorium before the age of 21. 
All nurses should be skin tested, x-rayed, 
weighed, and examined every 4 to 6 months. 
Vaccination of tuberculin-negative reactors 
might be considered. Gauze masks should be 
worn. Hands should be washed when the nurse 
is through with a patient and uniforms changed 
before leaving the ward. All dishes should be 
steam sterilized. Patients should be instructed 
to cover their mouths with paper napkins 
when coughing. FRANK G. PEDLEY 


An Institutional Outbreak of Poliomyelitis. 
a A. C.: Am. J. Pub. Health, 1941, 
: 593. 


This article reports 6 cases of poliomyelitis 
occurring in an orphanage within a period of 
4 weeks. Four of the cases were in infants 
under two years of age, two were adults, at- 
tendants in the orphanage. Three of the 
infants had paralysis or weakness of the 
muscles of one or other of the extremities one 


infant had facial paralysis. Of the two adults 
one had weakness of the right quadriceps 
muscle; the other had had poliomyelitis 18 
years previously with residual paralysis but no 
new paralysis. Her diagnosis was based on 
headache, fever, stiffness of the neck and 
tenderness of the right calf and thigh and a 
spinal cell count of 130 cells. 

An effort was made to recover poliomyelitis 
virus from the stools in all cases. One labora- 
tory reported negative results in all cases. 
Another reported positive results in four and a 
third laboratory reported positive results in 
the non-paralytie adult. 

The unusual features of the outbreak were: 
(1) the unusual season (March and April), and 
(2) the fact that no cases were known to have 
occurred in the community. The investigation 
indicated that the disease could have been 
spread by direct contact. FRANK G. PEDLEY 





@bituaries 


Dr. Charles Clifford Archibald, of Truro, N.S., died 
at the Montreal General Hospital, September 6th. He 
had been in poor health for some years but death came 
suddenly. He was 63. Born in Musquodoboit, N.S., 
Dr. Archibald graduated from Dalhousie, in Medicine, 
in 1902. He spent several years in practice on the 
Labrador coast and later at Bear River, N.S. Through 
the first world war he served with the Royal Canadian 
Army Medical Corps. At its conclusion, after special 
study, he returned to Charlottetown where he special- 
ized in diseases of the eye, ear, nose and throat. He 
had been practising in Truro since 1934. 





Dr. Cedric Hughes Archibald, 47, assistant psychi- 
atrist in the Pensions and National Health Department, 
died on September 5th after a short illness. 

Dr. Archibald was born at Antigonish, N.S., in 1894 
and received his early education there. Later he 
attended the University of Toronto where he graduated 
in medicine in 1918. 

He went overseas in 1914 with the 2nd Canadian 
Field Ambulance, first contingent, and was in Europe 
from 1927 to 1930 with the Canadian Immigration 
Medical Service. On his return to Canada he was 
appointed assistant to Dr. J. P. S. Cathcart, chief 
neuro-psychiatrist of the health department. 

Survivors include his widow, a son, two brothers 
and three sisters. 





Dr. Edward Payson Atkinson, of Oxford, N.S., died 
at the All Saints Hospital, Springhill, July 22nd. 
Death followed an automobile accident. Dr. Atkinson 
was 76 years of age and the last member of the 
Dalhousie Medical Class of 1899. He was born in 
Tidnish, N.B. For many years the people of Cumber- 
land County have felt the benefits of his faithful 
service and rich experience. 





Dr. George Maitland Biggs, professor emeritus of 
the University of Toronto, died August 23rd at the 
Toronto General Hospital after an illness of several 
months. At the time of his retirement last April he 
was chief of services in the department of otolaryngology 
at the Toronto General. 

Dr. Biggs was born in Winnipeg in 1881, and was 
the son of the late Hon. 8. C, Biggs. He graduated 
from the University of Toronto in medicine in 1904. 
For more than 30 years he had been on the staff at 
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Varsity. For several years, while taking post-graduate 
work in Europe, he studied medicine in Vienna. He 
left Berlin only a week before the outbreak of the first 
Great War. Returning to Canada, he joined the C.A.M.C. 
and served for the duration. After the war he estab- 
lished a practice in Toronto in ear, nose and throat 
surgery. 

A noted football athlete in his youth, Dr. Biggs 
throughout his university course played with the Varsity 
football team, of which he was captain in 1904. He 
played with the champion Hamilton Tigers team in 1908 
and during his student days played also on both base- 
ball and hockey teams. 

Surviving are his widow, one son and two brothers, 
all of Toronto. 


Dr. Edson Andrew Blake, well known Eastern Town- 
ship physician, died in the Royal Victoria Hospital 
September 8th after a brief illness. Born at South 
Stukeley, 61 years ago, Dr. Blake was educated in the 
Eastern Townships and graduated in medicine in 1906 
from McGill University. He started practising at 
Frelighsburg, Que., remaining there until 1913 when he 
moved to Waterloo, where he remained for 28 years. 

Dr. Blake was chairman of the Waterloo School 
Board for many years and a member of the local town 
council. He was a member of the Shefford Lodge No. 
18, the I.0.0.F. and Waterloo Lodge No. 27, the Eastern 
Star. 

He is survived by his wife, a son, Dr. Earl Blake, of 
Waterloo, and a daughter. 


Dr. J. B. Buell, of Stevensville, died on August 
23rd at the age of 69, after an illness which had 
confined him to the hospital since May 19th. Death 
was due to a cerebral hemorrhage. 

He was born in Mallorytown, Ont., and attended 
Trinity Medical College, Toronto, from which he 
graduated in 1901. For two years he assisted Dr. Mac- 
kay at Collingwood, Ont., and was an intern for one 
year in a Boston hospital, thence locating at Stevens- 
ville, where he had one of the largest rural practices 
in the area for nearly 40 years. 

He was a 32nd degree Shriner, and a Mason, was 
on the staff of the Douglas Memorial Hospital and 
is a past president of the Fort Erie and District 
Medical Society. 

Dr. Buell seldom, if ever, was known to refuse a 
call. In the earlier days he drove a horse and buggy 
at all hours of the day and night. Since automobiles 
have come into use he was often seen digging his own 
machine out of drifts on country roads. A man of 
quick and sympathetic understanding, he had the con- 
fidence of hundreds of people in this area, and his 
benefactions to needy sick were by no means small. 

Dr. Buell had been M.O.H. for Willoughby town- 
ship for a number of years. 

He is survived by his wife and one daughter, also 
by two sisters and two brothers. 


Dr. Louis Cyriaque Charland, late captain in the 
C.A.M.C, and a medical examiner of the Pension Board 
at Ottawa, died on September 7th in the Ste. Anne 
de Bellevue Military Hospital at the age of 64. 

Dr. Charland was born at Pierreville, Que., in 1878, 
and educated at the Seminary of Nicolet and the Uni- 
versity of Montreal, from which he graduated in medi- 
cine in 1902. Dr. Charland joined the Canadian army 
in 1916, at Hull. For the greater part of the last war 
he had been attached to the St. Cloud military hos- 
pital in France. He had been an invalid for the last 
10 years. 

Dr. Charland is survived by two sons, four daughters, 
one brother, and two sisters. 


Dr. Miklos R, Galambos, 42, died suddenly in Win- 
nipeg on August 3rd. Born in Hungary, Dr. Galambos 
had taken post-graduate work in London and had been 
connected with the Workmen’s Compensation Board in 
Hungary before coming to Winnipeg about two years 


ago. He practised at Beausejour, was resident physician 
at Victoria Beach in 1940 and was on the staff of 
Manitoba Sanatorium at Ninette. He was a descendant 
of the famous Ignaz Philipp Semmelweiss. He is sur- 
vived by his widow and son. 


Dr. George R. Ireland’s sudden death on August 
28th came as a shock to the citizens of Bengough and 
the people of the district he had served for many years. 
Dr. Ireland was born in Ontario 52 years ago and came 
west with his parents to Winnipeg where he completed 
his high school education. He graduated from University 
of Manitoba in 1909 at the age of 20 years and opened 
a practice in Bengough one year later. His territory 
extended from the international boundary to the Wey- 
burn-Lethbridge line and summer and winter he was 
always ready and willing to go to any call in the district 
regardless of the financial position of his patients. 

For many years chairman of the Bengough school 
board, he gave his best to the welfare of the district. 
Dr. Ireland was keenly interested in sports and for many 
years coached the Bengough junior baseball team. He 
was also a familiar figure at the provincial bonspiel 
in Regina. 

He leaves his wife and three children, Don, of the 
R.C.A.F. who is stationed at Montreal No. 1 Wireless; 
Jean, of Winnipeg, and Catherine at home. Dr. Ireland’s 
father, two sisters and a brother reside in Winnipeg. 
Burial took place in Winnipeg. 


Dr. Arthur Lefebvre, of Montreal, died September 
4th in his 44th year, after a long illness. 

After graduating in medicine at the University of 
Montreal in 1924, Dr. Lefebvre studied two years in 
Paris, before setting up in practice in St. Hyacinthe. In 
1930 he moved to Montreal but relinquished practice due 
to ill health. 

He is survived by his wife and two children. 


Dr. William Stuart Loggie died recently at his 
home in Chatham. Dr, Loggie was born in Chatham, 
and has practised there since his graduation from McGill 
in 1905. He went overseas with the C.E.F. in 1914. He 
was one of the first medical inspectors of schools in 
New Brunswick. He was Medical Health Officer for 
Miramichi District. Dr. Loggie was sixty-one years old 
when he died. 


Dr. Samuel McCallum, a well known physician in 
the Niagara Peninsula, died suddenly on August 23rd, 
at the General Hospital while performing an operation. 
Dr. McCallum was 60 years old. He was born in 
Gananoque in 1879 and graduated from Queen’s Uni- 
versity in 1906 with the degrees of M.A. and M.D. 
Following post-graduate work in St. John’s Hospital, 
New York City, he came to Niagara Falls thirty-two 
years ago. He was a gold medallist in chemistry in 
Queen’s University. He was past-president of the 
Niagara Falls Medical Society. 

Surviving are his widow, two sons, and one daughter. 


Dr. Margaret MacKellar, LL.D., for forty years a 
medical missionary in India under the Canadian Pres- 
byterian Mission, and later the United Church, died 
August 24th at the Toronto General Hospital in her 
eightieth year. 

Born at Mull, Scotland, Dr. MacKellar received her 
early education in the public schools of Bruce County 


‘and the Collegiate Institute of Ingersoll and graduated 


in medicine from Queen’s University in 1890. Follow- 
ing post-graduate work in London, Eng., and Edin- 
burgh, Scotland, she went to India under the Canadian 
Presbyterian Mission in 1890. As a pioneer doctor at 
Neemuch, Central India, she was responsible for the 
building of a fifty-two bed hospital. During the first 
Great War she took part in the training of twelve 
Indian women doctors and was a member of a com- 
mittee of medical women to act in selecting suitable 
medical women for war work. She was attached to 
the R.A.M.C. at the Freeman Thomas Hospital, Bom- 
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bay. In 1929 Queen’s University bestowed on her the 
degree of LL.D. Im recognition of her services in 
India she was awarded the Kaiser-i-Hind Medal. 

Dr. MacKellar was a prolific writer of articles on 
missionary interests and travel topics, contributing 
for over a period of fifty years to magazines and 
other publications, Since her retirement in 1930 she 
had lectured extensively throughout Canada. 

For seventeen years Dr. MacKellar served as secre- 
tary of the Women’s Christian Medical College in 
Ludhiana, Punjab, and for the last five years of her 
residence in India was chairman of the governing 
body of that institution, During her term of mis- 
sionary service she was a member of the editorial 
staff of the United Church Review, North India, and 
also the Journal for Medical Women im India. She was 
present, by invitation, at the Coronation Durbar of 
the late King George V and Queen Mary, Delhi. 

Following her retirement Dr. MacKellar returned to 
Toronto and was a resident of the United Church 
House, Jarvis Street. She was a member of Old St. 
Andrew’s United Church, where the body lay in state. 
She was buried at Port Elgin. 





Dr. Stanley Haviland Martin (Queen’s University, 
1915) died July 24th. Born at St. John’s, Newfound- 
land, 1890, after graduating in Medicine sailed for 
Korea in November, 1915, serving since as a medical 
missionary to the Korean people. He built St. Andrew’s 
Hospital in East Manchuria and served there ten years. 
Some years of service with Dr. Grenfell in Labrador had 
fitted him for work in the most northern station of the 
United Church of Canada in Manchuria. Later in Seoul, 
he continued splendid work at Severance Union Medical 
College until his recent return because of ill health. 
Few missionary doctors have won the confidence and 
esteem of a foreign community as did Dr. Martin. He 
did pioneer work amongst the tuberculous poor of his 
district. He leaves a wife and six children. 





Dr. William Buckley Peck, Managing Director of 
the Inter-State Postgraduate Medical Association of 
North America died on August 20th, in his 71st year, 
in his home at Freeport, Ill., after a short illness. He 
was a graduate of Rush Medical College of 1897. 





Dr. J. A. Phillips, one of Brantford’s oldest and 
most widely known physicians, died September 4th, at 
his residence. Dr. Phillips, who had practised there 
more than three decades, was 76 years old. 

Born in Guelph, Dr, Phillips attended school there 
and the medical school of old Trinity University, from 
which he graduated in 1887. After practising in Guelph 
and Pontypool, Ont., he went to Europe for a post- 
graduate course in Vienna before starting practice in 
Brantford. 

He is survived by his wife. 





Dr. Alexander Ross died at his home in Westville, 
N.S., on August 27th. Advanced in years, his health 
had been failing for several months. Dr. Ross was a 
native of Prince Edward Island. He graduated in medi- 
cine from Dalhousie in 1896, and after an active pro- 
fessional life of some thirty-five years retired at his 
Westville home. 





Lieut.-Col. Dr. Emmett Scarlett, V.D., of Hamilton, 
died on August 25th. For more than thirty years he 
was prominently identified with sports and military life 
in Canada. He had been ill for ten days and died in 
the General Hospital. Colonel Scarlett was born in 
Huntsville, in 1877, and attended Woodstock College 
and the University of Toronto, graduating in medicine 
in 1904, 

Joining the 91st Highlanders as a lieutenant in 1910, 
he volunteered for overseas service and became medical 
officer of the 173rd Highlanders. He saw three years 
overseas service. Following his arrival in England, he 
became senior medical officer with the 2nd Training 
Brigade, later proceeding to France with the 124th 


Battalion, 3rd Division, C.E.F. At the time of his 
death he was among other local activities, chairman of 
the Municipal Swimming Pool Committee. 

He is survived by two sons and one daughter. 


Dr. Robert William Shaw, of Aylmer, Ont., died on 
August 23rd. He was born in 1870 and graduated 
from Trinity University, Toronto, in 1895. 








Dr. William Alexander Wilson, of Derby, Northum- 
berland County, died recently at the age of sixty-four 
years. He was a graduate of McGill (1890). 








News Items 


Alberta 


The Jasper Lodge meeting of the Canadian Medical 
Association for 1942 will be a memorable one if the 
special committee composed of Dr. A. E. Archer, 
President-elect, Dr. George R. Johnson, Provincial 
secretary and Dr. Gordon Ellis, of Edmonton, have 
their way. Recently they made a special trip, con- . 
ferred with the hotel authorities on the spot. It is 
an early start, but with the main items already 
arranged, the event will be outstanding. 





Recent elections sent Dr. R. B. Francis, president 
of the Council of the College of Physicians and Sur- 
geons, and the Registrar, Dr. George R. Johnson, as 
representatives to the Medical Council of Canada. 





Dr. Eldon T. Green who practised at Royalties has 
— to Orillia, Ontario, where he has opened up an 
office. 





A sad accident occurred recently when Dr. W. H. 
Ormond who was joining Dr. J. D. Robinson, of Banff, 
for the balance of the summer, had the misfortune to 
have his car overturn on him on the Banff trail. We 
regret to state that it will be weeks before he is able 
to practise. 





The poliomyelitis epidemic in Alberta has reached 
the proportions where it has been considered wise by 
the Department of Health to delay the opening of 
the schools until September 15th. The cases are mild, 
however. To the time of writing, September 4, 1941, 
there have been 107 cases of poliomyelitis and 17 of 
encephalitis in Alberta. 





Dr. P. A. O’Leary, head of the Department of 
Dermatology, Rochester, Minnesota, was a speaker at 
the annual meeting of the Alberta Division, Canadian 
Medical Association, September 10th, 11th and 12th. 





Dr. W. K. Blair, of Wetaskiwin has moved to 
Ontario, opening an office in Oshawa. 





Official announcement has been received from Ot- 
tawa that the Department of Pensions and National 
Health will erect a military hospital with an estimated 
capacity of two hundred beds on the property of the 
late Senator Patrick Burns on Fourth Street West in 
Calgary. An appropriation of four hundred thousand 
dollars has been made for this purpose. The fine 
residence on the property may be used for con- 
valescent patients. 


British Columbia 


Dr. Wallace Wilson, Chairman of the Committee on 
Economics of the Canadian Medical Association is on 
holiday. This holiday is partly necessitated by ill 
health, and we wish him a speedy recovery. 
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The response to the appeals to the Bulletin War 
Relief Fund from all parts of British Columbia has 
been very gratifying and medical men everywhere 
are showing their keen sympathy with this project. 
A cheque has already been forwarded to Great Britain, 
and acknowledgment received from Dr. G. C. Anderson, 
Secretary of the British Medical Association. A short 
pamphlet reciting some of the cases where such sub- 
scriptions have been of inestimable value is published 
in the current Bulletin of the Vancouver Medical Asso- 
ciation. 

The Bulletin War Relief Fund owes its inception to 
an idea suggested by Dr. Wallace Wilson, Chairman of 
the Committee on Economics of the Canadian Medical 
Association. It met with instant response from a 
great many men and was brought up at the Annual 
Meeting of the Canadian Medical Association in Win- 
nipeg, and has been adopted on a Dominion wide 
basis, and all funds subscribed now go through the 
office of Dr. T. C. Routley, General Secretary of the 
Canadian Medical Association. 


Major George H. Clement, R.C.A.M.C., has recently 
left Vancouver for Ottawa and has sent several 
nostalgic post cards back to Vancouver. This is the 
second time Major Clement has been attached to His 
Majesty’s Forces, as he served in the last war overseas. 


Manitoba 


Dr. J. L. Lamont, formerly of Treherne, Manitoba, 
has taken up a new post on the staff of Deer Lodge 
Veterans Hospital, Winnipeg. He served as a medical 
officer with the Air Force in the last war and in the 
present war was at Halifax, N.S., for a year. 


The Winnipeg City Council is investigating a pro- 
posal of the Children’s Hospital to take over the City 
Milk Depot and to expand its services into a Children’s 
Health Centre for the benefit of children of all ages. 
Dr. Bruce Chown, superintendent of Children’s Hospital, 
in a letter to the civic Health Committee offered to make 
the Children’s Health Centre one of the most modern 
and efficient of its kind on the continent. 

Acting on the recommendation of Dr. Lougheed, the 
health committee authorized the appointment of a 
number of doctors amd nurses to serve school children 
under the new administrative set-up by which school 
health services come under the city health department. 

Three medical inspectors, Dr. Gordon Chown, Dr. 
Harold Popham and Dr. Harry Medovy, were appointed 
to serve two hours a day, three days a week, at salaries 
of $90 a month. Dr. Helen Marlatt was appointed to 
serve two hours a day six days of the week at $180 
per month. 


The 28th Annual Convention of the International 
Association of Industrial Accident Boards and Com- 
missions was held in the Royal Alexandra Hotel, 
Winnipeg, September 8th to 11th. Hon. Frances 
Perkins, United States Secretary of Labour, a past- 
president, was guest speaker at the banquet on September 
8th. On the afternoon of September 10th a medical 
session was held to deal with the topic ‘‘The theory 
of precipitation of latent disabilities through trauma, 
and experience in practical application’’. Dr. J. B. 
Lauricella, M.D., of New York, spoke on the general 
application and the special application of cases involving 
injury to (a) the back, (b) the brain and (c) the heart 
were discussed by Dr. A. Gibson, F.R.C.S., Dr. O. 8. 


Waugh, F.A.C.S., and Dr. H. D. Kitchen, F.A.C.P., all 
of Winnipeg. 


Dr. John R. Paul, professor of preventive medicine 
at Yale University, came to Winnipeg to investigate the 
concurrent epidemics of anterior poliomyelitis and 
encephalitis. He took with him samples of blood from 
patients with the idea of discovering a possible relation- 


ship between the two diseases, and will later report to 
the Manitoba Department of Health. 

Other visitors to Winnipeg on a similar errand were 
Dr. W. A. Hawke and Dr. R. P. Hurdman of Toronto 
who conferred with Dr, F. W. Jackson, Deputy Minister 
of Health. Their visit was unofficial. 

Sister Elizabeth Kenny, an Australian nurse, came 
from Minneapolis to Winnipeg at the invitation of the 
Children’s Hospital to demonstrate a new plan of treat- 
ment of infantile paralysis. Sister Kenny served with 
the Australian Army Medical Corps in the last war and 
afterward took up bush nursing in Australia. There 
she saw the effects of this disease on children where 
medical services were not readily available. As a result 
she came to certain conclusions on which she based her 
own treatment methods. She was brought to America 
by the United States National Foundation for Infantile 
Paralysis, and has been carrying on her demonstration 
in the University of Minnesota Hospital. 


Dr. G. M. Stephens of Winnipeg has been appointed 
psychiatrist in the service of the city health department. 
He will serve on a part-time basis beginning September 
1st. This appointment is in line with a recommendation 
by Dr. Carl S. Buck, field secretary of the American 
Public Health Association of New York in his recent 
report on Winnipeg health services. Dr. Stephen, a 
graduate from Manitoba University Medical Faculty, 
has done extensive post-graduate work in psychiatry 
among children as well as adults in Boston, New York 
and other centres. 


Manitoba is being asked to provide thirty nurses for 
service in South Africa. Applicants must be registered 
nurses between the ages of 25 and 45. They will be 
taken on for a one-year term with the option of renewal. 
The first group will leave Winnipeg in the near future. 


The cornerstone of the new nurses’ residence of Grace 
Hospital, Winnipeg, was laid on September 10th by 
Hon. R. F. McWilliams, lieutenant-governor of Mani- 
toba. The new building will be a modern fire-proof 
structure and will be four storeys high. About 80 
student nurses and 22 staff nurses will be accommodated 
in the building, and when it is completed fifty beds 
will become available in the hospital for patients. 


The Board of Trustees of the Winnipeg General 
Hospital has approached the provincial government 
with a request for relief from the burden of an accumu- 
lated deficit of $120,000. Mr. W. M. Neal, Chairman of 
the Board, pointed out that the cost per patient per day 
and the cost of maintaining the wide variety of services 
necessary in a fully equipped modern hospital is much 


higher than in smaller hospitals where services are more 
limited. 


In his report of his recent survey of public health 
activities in Winnipeg Dr. Carl S. Buck, field secretary 
of the American Public Health Association, recommended 
that a provincial hospital commission should be set up 
with the object of bringing the rates for public hospital 
care more nearly in accord with actual individual hos- 
pital costs and of preventing unnecessary hospitalization 
at public expense. Ross MITCHELL 


New Brunswick 


Dr. W. W. White, of Saint John, has been dis- 
charged from the hospital following a very severe 


and prolonged illness. It is reported that he is now 
recovering rapidly. 


Nova Scotia 


From blood banks to patients’ blaring radios, with 
the current special attention to state medicine, the 
Maritime Conference of the Catholic Hospital Associa- 


tion discussed its problems in a two day meeting at 
Halifax. 
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Dr. J. A. Gallant of the staff of the Kentville 
Sanatorium has been appointed assistant to the Halifax 
Commissioner of Health. 





Dr. Robert O. Jones has been appointed to the 
teaching staff of Dalhousie in psychiatry, the subject 
of his post-graduate study since his 1937 graduation. 





Housing sixty beds, laboratory, x-ray equipment and 
isolation unit, the new wing of the Glace Bay Gen- 
eral Hospital has been opened. 





Forty-nine Maritimers and one Quebec man an- 
swered to roll-call as Dalhousie’s class of ’46, selected 
from a large group, got under weigh. 

ARTHUR L. MURPHY 





Ontario 
Dr. Norman W. Roome, Instructor in Surgery at 
the University of Western Ontario, has been appointed 
Urologist-in-Chief at the Toronto Western Hospital, 
which appointment will carry with it an appointment 


to the Staff of the Faculty of Medicine in the Uni- 
versity of Toronto. 





The Medical Health Officer of Toronto has reported 
to the Board of Control that 933 airmen and soldiers 
from the training camps in the Toronto district have 
been admitted to the Riverdale Isolation Hospital 
during the first seven months of 1941. 





Major Hagar Hetherington has been appointed 
officer in charge of medicine in the Toronto Military 
Hospital, succeeding Major T. G. Heaton who has been 
transferred to Halifax. Captain F. 8. Lawson from 
the Ontario Hospital, Woodstock, has also been ap- 
pointed to the staff. 





Dr. F. F. Tisdall has returned from a tour with the 
Hudson’s Bay Company officials. Through these 
northern fur trading posts he has collected data on 
the food habits of the Indians and Eskimos of 
Northern Ontario. 





The Brantford General Hospital announces the 
opening of its new Department of Physiotherapy under 
the direction of a graduate of the University of 
Edinburgh who has served in Westminster Hospital, 
London, as well as having extensive training at St. 
John and St. Elizabeth Hospital, where she was in 
charge of the first Empire Rheumatic Clinic. 





George R. Baird was fined $25.00 by Magistrate 
Brown in afternoon Court in Toronto, convicted of 
using the title ‘‘Doctor’’ without proper qualification. 
His defence that he took ‘‘Doctor’’ as a Christian 
name by deed poll in 1926 was not sufficient, in the 
opinion of the Magistrate, to allow him to evade the 
penalty of infringing the law. It would appear from 
reports that the defendant was anxious to get a 
decision as to whether he was entitled to use the 
name ‘‘Doctor’’ granted by the deed poll. 





The Attorney-General of Ontario announces that he 
is considering the abolition of the post of Chief 
Coroner in some 36 Counties throughout Ontario. 
When the change is effected, the County Crown At- 
torney, in conjunction with the police, will designate 
the Coroner to be engaged. 





Second Canadian woman to be commissioned in the 
Canadian Women’s Auxiliary Air Force, Dr. Jean F. 
Davey, of Toronto, has been appointed officer attached 
to the Staff of the Director of Medical Services in the 
Air Ministry. She will carry the rank of Flight 
Officer. Her duties will be the general supervision of 
the health of airwomen and, pending active recruiting 
for the service, she will be responsible for the prepara- 
tion and delivery of lectures in hygiene and medicine 


to the 150 women attending the preliminary instruc- 
tional course at Toronto in October. From this class 
of women will be subsequently appointed officers and 
non-commissioned officers of the C.W.A.A.F. 





The honorary degree of Doctor of Science has been 
conferred by McMaster University, Hamilton, on 
Donald Church Balfour, Director of the Mayo Founda- 
tion and Past President of the American College of 
Surgeons. 





Dr. E. P. Lewis, Psychiatrist in charge of the out- 
patients service at the Toronto Psychiatric Hospital, 
has been appointed to serve as Temporary Director 
of the Toronto Division of Mental Hygiene effective 
until the return of Dr. Chas. G. Stodgill who is now 
serving with the R.C.A.F. Dr. Wilfrid J. Auger will 
serve temporarily to replace Dr. W. S. Puffer as 
School and District Physician of the Toronto Health 
Department. 





Dr. Angus Campbell has been appointed Professor 
of Otolaryngology in the University of Toronto and 
Chief of the Service in the Toronto General Hospital 
to succeed George Maitland Biggs who resigned early 


in the year and whose obituary appears in another 
column. 





Walter W. Wright becomes Professor of Ophthal- 
mology and Head of the Department in the General 
Hospital on the resignation of Professor W. H. Lowrey. 





Miss F. Rudland Hills has been appointed Chief 
Instructor in Physiotherapy at the University of 
Toronto. Graduating in nursing in 1915, she organized 
in 1929 the School of Physiotherapy attached to the 
Royal Infirmary, Cardiff. She has held many promi- 
nent positions in the Councils of her profession in 
England. J. H. Ev.iorr 





Quebec 


Les ‘‘Journées Médicales Annuelles’’ de la Société 
Médicale de Montréal auront lieu les ler. 2, 3 et 4 
octobre prochain, sous la présidence d’honneur de 
honorable Henri Groulx, ministre de Ja Santé et du 
Bien-Etre Social. Le soir du 3, a lieu au Cercle 
Universitaire, le banquet annuel de la Société. Le 
Dr Roméo Boucher est le conférencier. Les saillies 
du programme seront rapportées ici le mois prochain. 
Ces journées ont lieu chaque année au début d’octobre; 
elles ont pour but de permettre aux membres de se mieux 
connaitre et de discuter les nouveautés médicales et 
chirurgicales. Il convient de féliciter le Dr Paul 
Letondal, secrétaire-général de la Société, qui est 1’*habile 
organisateur de ces assises. 

Ces ‘‘ Journées’’ sont organisées avec le concours des 
hépitaux suivants: Hétel-Dieu, Notre-Dame, Sainte- 
Justine et Sainte-Jeanne d’Arc, et coincideront avec le 
Banquet annuel de la Société qui sera présidé par le 
docteur Hector Sanche au Cercle Universitaire. 

Le programme comprend chaque matin dans les hépi- 
taux, aprés l’inscription, une séance clinique 4 1’amphi- 
théAtre, suivie d’une conférence sur un sujet d’intérét 
général pour la profession médicale. 

L’animateur de ces ‘‘Journées Médicales’’ est le 
docteur Paul Letondal, secrétaire-trésorier général et 
président du comité des programmes de cette Société. 





Le docteur Paul Letondal, F.R.C.P.(C), professeur 
agrégé de pédiatrie 4 la Faculté de Médecine de 1’Uni- 
versité de Montréal et chef de service A 1’hépital de la 
Miséricorde, prononcait le 6 aofit dernier, au club 
Kiwanis St-Laurent, une causerie sur ‘‘la_ situation 
actuelle des enfants abandonnés du ébec’’. Son 
travail a paru dans le numéro de septembre de la revue 
Relations, publiée par 1’Ecole Sociale Populaire de 
Montréal. 
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Les lier, 2, 3 et 4 octobre ont lieu les ‘‘Journées 
Médicales’’ de la Société Médicale de Montréal. Les 
séances ont lieu & 1’Hétel-Dieu, 4 1’hépital Notre-Dame, 
& l’hépital Ste-Justine et & l’hépital Ste-Jeanne d’Are. 
Ces journées sont du plus haut intérét pour la pro- 
fession. En outre des séances théoriques, elles com- 
portent la visite des divers services hopitaliers et d’ex- 
hibits scientifiques de tous genres. 


L’ Association médicale franco-américaine tient cette 
année sa sixiéme réunion annuelle 4 1’hétel Touraine de 
Boston. Les médecins inscrits au programme de ce 
congrés sont: le Dr R. E. Senécal de New-Bedford, 
Mass.; le Dr Oscar Mercier, le Dr R. Amyot, le Dr J. 
Tremblay, le Dr _R. Dandurand, tous quatre de Montréal 
et le Dr C. Bonin de Boston. Le Dr Alcide Perrin, 213 
Ashley Boulevard, New Bedford, Mass., est le secrétaire 
du congrés. 


Montréal est de toutes les ville d’Amérique du nord 
celle ot se consomme la plus grande quantité de liqueurs 
dites douces (soft drinks). C’est un record qui n’a rien 
d’enviable! 


Extrait d’une déclaration récente de 1’Hon. Henri 
Groulx, ministre de la Santé: ‘‘Il n’existe guére de 
service plus important pour 1’amélioration générale de 
la santé publique dans le province de Québec que celui 
de 1’Assistance Publique. 226 institutions bénéficient 
aujourd hui des avantages de cet organisme qui, au 
cours de la derniére année fiscale, a donné au déla de 
5,500,000 jours d’hospitalisation et dépensé pour le bien- 
étre général de la population la jolie somme de 
$8,121,919. L’ceuvre accomplie dans ce domaine depuis 
1921, année de la fondation de 1’Assistance Publique a 
donné des résultats trés encourageants. Par ses octrois 
trés nombreux, cet organisme a fait surgir des hépitaux 
dans tous les coins de la province.’’ JEAN SAUCIER 


The 6th Casualty Clearing Station left from Bona- 
venture Station for an Eastern Canadian Training 
Centre, on September 8th. 

Commanded by Lt.-Col. C. S. Thompson, the unit is 
the fifth large contingent of the Royal Canadian Army 
Medical Corps to leave Montreal on active service since 
the beginning of hostilities. Former units were the 9th 
Field Ambulance which left in December, 1939; two 
General Hospitals, No. 1 and No. 14 which are also 
overseas, and a convalescent depot, the officer personnel 
of which was almost completely French-Canadian. 


Eight nursing sisters, whose initial rank in the forces 
is that of lieutenant, also left last night, bringing the 
total of nursing sisters to have gone from Montreal to 
over 120. 


The 6th C.C.S., like all similar units, is divided into 
a surgical and a medical division, In charge of the 
surgical branch is Capt. J: C. Luke, while Lt. Aubrey 
K. Geddes is ‘in charge of the medical side of the work. 
The dental detachment attached is commanded by Capt. 
a T. Cleveland and Capt. R. A. Benson is the x-ray 
officer. 


Other members of the personnel include Capt. K. S. 
Ritchie, the registrar; Capt. F. A. Jennings, the quarter- 
master, and Lts. C. H. (Bing) Crosby, D. G. Cameron, 
who is a former Rhodes Scholar, and G. D. McQuade, 
the anesthetist. All officers of the medical corps, with 
the exception of the quartermaster, are medical practi- 
tioners in one branch of medicine or another. 

The senior non-commissioned officer, R.S.M. O. RB. 
Todd, who joined the permanent force in 1935 so that he 
had sufficient oo training to make a good instructor 
when the war broke out. He was an instructor to the 


Winnipeg Highlanders and until recently was a sergeant 
oT of Royal Military College cadets at Lansdowne 
ark. 


The 6th are taking a band with them. It is small but 


efficient, consisting of a piper and two drummers. The 


piper, Hector Macdonald, was a member of The Black 
Watch pipe band at one time. Another fine N.C.O, of 
the unit is Staff Sgt. J. Isaac. 


A new wing has been added to the Military Hos- 
pital at St. Anne de Bellevue, raising the accommo- 
dation to more than 1,000 beds. At the same time a 
recreation building has been begun. 

At the opening ceremonies the Hon. Ian Mackenzie, 
Pensions Minister said: 

‘¢ Although we have had no great battles yet, we 
have cared for not a few casualties from enemy ac- 
tion.’’ He pointed out that since the present war 
began accommodation in Pensions Department hos- 
pitals had been increased from 2,000 to 8,000 beds. 

‘‘In addition to our fairly constant burden of cases 
from the old war,’’ he stated, ‘‘our hospitals today 
are serving an average daily population of more than 
2,500 men from the active service forces.’’ 

The preparation which the Government has made 
for any sudden increase in casualties was indicated 
by Mr. Mackenzie, who pointed out that at the out- 
break of war departmental officers had surveyed 
civilian hospitals and reported existing facilities could 
handle about 5,000 military cases if necessary. 

In addition, it had been ascertained that civilian 
hospitals could manage and administer another 5,000 
beds if the department provided the equipment. 
‘* Accordingly’’, the Minister said, ‘‘we have acquired 
stores of hospital equipment necessafy for 5,000 beds, 
and these are available at suitable centres for im- 
mediate distribution if and when any emergency 
occurs. Contracts have been entered into with dozens 
of these civilian hospitals, insuring that their facilities 
will be at the country’s disposal if required.’’ 

The new recreational centre will provide quarters 
for interns and doctors, will have a large hall accom- 
modating 500, canteen, library, billiard room, work- 
shop and a room for occupational therapy. 

The hospital was built in 1918 to care for sick and 
disabled veterans of the first Great War. Taken over 
in 1920 by the Department for Soldiers’ Civil Re- 
establishment, control was transferred in 1928 to the 
newly formed Department of Pensions and National 
Health. There is a staff of approximately 200 at the 
hospital. 


The finishing stages have been reached in the build- 
ing of the $141,000 Hospital of Hope, Montreal, 
formerly the Jewish Incurable Hospital, and the authori- 
ties are now prepared to receive applications for ad- 
mission. J. R. Bogante has been appointed chairman 
of the board. 

Aim of the 50 bed hospital is to afford to the so- 
ealled incurable patient the maximum of comfort during 
the period of treatment which frequently lasts for years. 
A feature is the provision of enough solariums to 
accommodate all patients. 

The hospital has special quarters for the nurses and 
resident physician, and there are the usual wards and 
offices of a modern hospital. Provision for a chapel has 
been made, the institution which is located near the 
Grace Dart Hospital on Sherbrooke street east, being 
entirely non-sectarian. 

Arrangements are being made by the committee to 
inaugurate a ‘‘Brick Fund’’, and an appeal will be 
made to the public to purchase ‘‘bricks’’ at $1 each. 
Donors also may be allowed to make ‘‘memorial’’ 
contributions. - 


Saskatchewan 


Encephalomyelitis in Saskatchewan. — Encephalo- 
myelitis appeared in southern Saskatchewan towards 
the end of July. By August there was a full-blown 
epidemic. Regina and district had about 200 cases 
with 12 deaths. Autopsies were done on eight of 
these. All southern towns reported cases, Weyburn 
about 35, Swift Current about 15, Cabri 3 and Gull 
Lake one. The infection went as far north as Yorkton 
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with 16 cases there. 
pected cases. ; 

Many physicians were on holidays in August thus 
making those who were at home extremely busy. 
Interns worked hard, seeing many new patients, doing 
great numbers of spinal punctures and taking histories 
as best they could. 

Most of the physicians from the provincial depart- 
ment of health were away. Dr. J. W. Lord, who is 
in charge of relief medical services, was on duty. He 
called a meeting of the profession to cope with the 
situation. 

Epidemiologists from the federal government visited 
the province. Among these were Dr. G. D. W. 
Cameron, assistant chief of the Laboratory of Hygiene, 
Ottawa; Dr. R. J. Gibbons, of Kamloops and Ottawa; 
Dr. Watson, Director of Animal Disease Research In- 
stitute, Hull, P.Q.; Dr. Gwatkin of Lethbridge Branch 
Laboratory. In addition to these workers Dr. J. D. 
Fulton of the University of Saskatchewan who has 
been studying this problem for five years or more was 
constantly working on the bacteriological and patho- 
logical aspects of the cases. 

In September a Regina committee was formed to 
report on the epidemic. This committee consists of 
Dr. D. F. Moore, pathologist, convener; Dr. H. S. 
Good, secretary; Dr. George Walton, medical health 
officer of Regina; Dr. Urban Gareau, pediatrician; 
Dr. Morley Currie, the practitioner who treated the 
greatest number of these patients. Dr. F. C. Middle- 
ton of the provincial department of health is assist- 
ing with all the information he can obtain regarding 
eases throughout the rest of the province. The pro- 
vincial department of health has supplied the com- 
mittee with a secretary, Mrs. B. Brachman, who used 
to be in charge of the records of the Regina General 
Hospital. The whole epidemic happened so fast and 
the laboratory findings have been so inconclusive that 
the committee is beset with vast difficulties, however 
in a few months they should have a report that will 
be of vital interest to the physicians of North America. 


LILLIAN A. CHASE 


Saskatoon had about six sus- 


United States 


Announcement of Van Meter Prize Award.—The 
American Association for the Study of Goitre again 
offers the Van Meter Prize Award of Three Hundred 
Dollars and two honourable mentions for the best essays 
submitted concerning original work on problems related 
to the thyroid gland. The Award will be made at the 
annual meeting of the Association which will be held at 
Atlanta, Georgia, June 1st to 3rd, providing essays of 
sufficient merit are presented in competition. 

The competing essays may cover either clinical or 
research investigations; should not exceed three thousand 
words in length; must be presented in English; and a 
typewritten, double spaced copy sent to the Correspond- 
ing Secretary, Dr. T. C. Davison, 478 Peachtree Street, 
Atlanta, Georgia, not later than April 1st. 

The Committee, who will review the manuscripts, is 
composed of men well qualified to judge the merits of 
the competing essays. Dr. Asher Chapman of Rochester, 
Minnesota, received the Award for the year 1941 in 
recognition of his essay entitled ‘‘The relationship of 
the thyroid and the pituitary glands to iodine metabolism 
and extrathyroid iodine siaaivelions’ - 

A place will be reserved on the program of the annual 
meeting for presentation of the Prize Award Essay by 
the author if it is possible for him to attend. The essay 
will be published ‘in the annual Proceedings of the 
Association. This will not prevent its further publica- 
tion, however, in any journal selected by the author. 


The Executive Board of the American Public 
Health Association announces the dates of the 70th 
Annual Meeting as October 14 to 17, 1941, at Atlantic 
City. Headquarters for the meeting will be the Conven- 
tion Hall. Residence headquarters will be the Hotel 
Traymore. 
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At the 1940 meeting the attendance was over 3,100 
from the United States, Canada, Cuba and Mexico. The 
70th annual meeting is — to bring together more 
than 3,500. professional public health workers. 

A New Jersey Committee responsible for entertain- 
ment, inspection trips and other local aspects of the 
meeting is being formed under the direction of Dr. 8. L. 
Salasin, Health Officer of Atlantic City. 

A number of related organizations habitually meet 
with the American Public Health Association. They 
will do so again at Atlantic City. Among them are the 
American School Health Association, the International 
Society of Medical Health Officers, the Association of 
Women in Public Health, the Conference of State Sani- 
tary Engineers, the Conference of Municipal Public 
Health Engineers, and the Conference of State Provin- 
cial Public Health Laboratory Directors. 


Dr. Arthur G. Sullivan, has been appointed Manag- 
ing Director of the Inter-State Postgraduate Medical 
Association of North America. He succeeds the late 
Dr. Wm. Peck. Dr. Sullivan has been a member of 
the Board of Trustees for a number of years and is 
well fitted for his new duties. 


General 


The accompanying photograph has reached us 


through the kind offices of Dr. F. S. Patch to whom 
it was sent by Dr. M. J. Keys, of Victoria, with the 
following note. 

‘‘T am sending you a photograph on the back of 
which is written: ‘The winner of the Parke, Davis & 
Co. Trophy for the best dressed golfer at the Canadian 


Medical Association Convention, Winnipeg, June, 
1941’. The boys had quite a lot of fun with me, as 
noted in the Winnipeg Free Press, describing my cos- 
tume, so I am very anxious to gt back at them, namely,. 
Billy Gardner and Tommy. McPherson and some others,. 


so if this can be inserted in the Journal I shall be very: 
pleased ’’. 
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a quick eye and ex- 
* pert fingers mea- 
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of solutions in 
fractions of drops. 
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THE findings of a practical visionary, hovering 
over a bubbling flask in the laboratory, may bring 
the gift of health and longer life to generations 
yet unborn. Out of his labors may be forged 
the key that opens new doors to better, safer 


methods for treating disease and for preventing 


it. In the Warner Institute for Therapeutic Re- Counting colonies on the agar 
plates with a special apparatus, de- 
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search, men and women, aided by the most mod- Ne ee eee earn 


of the bacteriologist in determin- : 


aie ° ‘ ing the potency of new antiseptics. 
ern precision equipment, are devoting themselves 


to the development of new remedial agents, to the 
improvement of known drugs, and — without 
commercial interest in view — to the enlargement 


of our scientific knowledge in health preservation. 


The Warner Institute for Therapeutic Research of New York is an affiliate of the Warner 
organization, which maintains laboratories and agencies in seventy-five countries. 


WILLIAM R. WARNER & COMPANY 


TORONTO  e CANADA 





380 


We note the promotion to the grade of Knight in the 
Order of the Hospital of St. John of. Jerusalem, of 
Lord Horder, G.C.V.O., and Major-General The Hon. 
Sir E. Fiset, C.M.G., D.S.0., V.D. (Brit. M. J., July 
12, 1941). 


Book Reviews 


Infantile Paralysis. 228 pp., illust. $1.25. National 
Foundation for Infantile Paralysis, New York, 1941. 
This is a series of six lectures delivered at Vander- 

bilt University, as a survey of our present day knowl- 

edge of poliomyelitis. The history is dealt with by 

Paul F. Clark, etiology by Charles Armstrong, and the 

immunological phenoma by Thos. M. Rivers. E. W. 

Goodpasture takes up the pathology, J. R. Paul the 

epidemiology, and the treatment is covered by F. R. 

Ober. The series will be found of great value as 


setting forth modern views on poliomyelitis. 


America Organizes Medicine. M. M. Davis. 
$3.00. Harper & Bros., New York, 1941. 


The discussions in this book have a familiar ring to 
many, readily explained as the author brings the whole 
public health program up to date, and in doing so details 
a long list of specific references keyed to the particular 
statement where they can be readily -identified. 

This is not a dry book on economics but a blending of 
facts and figures (not too many) with current medical 
history. The last was often forgotten because of our 
not uncommon habit of inconsistency. It gently chides 
the American Medical Association for the closed view- 
point in leadership on matters of economics and public 
affairs, which happily the rank and file of its members 
do not follow. On the other hand it gives the Associa- 
_tion full credit for the advances made in medical 
science and medical care. It shows the inconsistency of 
the medical profession in the demand that the patients 
have the right to free choice of doctor—the old slogan 
so often heard when a group hospital plan is under 
consideration, or a revision is being made in the in- 
dustrial medical relations, or the problem of unemploy- 
ment relief medical care arises. The demand for this, 
as the author points out, comes mainly from ——— 
especially medical societies, rather than from the patients 
themselves. He goes on to point out that physicians by 
no means encourage freedom of choice when the 
patients wish to change, a self-evident fact. To refer 
to the preface, he further states that ‘‘where people 
take sides and where more than two sides exist analysis 
is needed more than pronouncement’’. 

This book is provocative and will be read with mixed 
feelings by isolationists and those who apply collective 
security to the practice of medicine. It is of interest to 
the rural practitioner and to the salaried physician, to 
the member of the hospital staff, and to the economist, 
and perhaps, above all, to the public who buy the 
service. There is no doubt about the author’s facts nor 
his qualifications to speak as an expert both in theory 
and practice. A new era in public health and medical 
practice will dawn and it is better for the medical pro- 
fession to guide than to have it thrust upon them. 


335 pp. 


Plague On Us. G. Smith. 364 pp. $3.00. 
wealth Fund, New York, 1941. 


An excellent book, well written and well printed, as 
might be expected from the Commonwealth Fund. 
Though written by a layman for laymen, there is plenty 
of interest and instruction in it for the physician. It 
deals with the history and public health aspects of in- 
fection and of all the epidemic diseases, and one of its 
eight chapters, ‘‘ Detective work’’, is an entertaining and 
revealing account of the steps whereby the Chicago 
amoebiasis and other local epidemics have beén traced 
to their source. : 


Common- 
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The Mask of Sanity. Edited by H. Cleckley. 298 pp. 
$3.50. MeAinsh, Toronto, 1941. 


This book has to do with a little understood but 
prevalent and pressing social and medical problem; 
in short it is ‘‘an attempt to reinterpret the so-called 
psychopathic personality’’. 

The author has divided his presentation into four 
sections; the first to outline the problem, the second 
a consideration of the material available, the third 
a cataloguing of the material, and the fourth an at- 
tempt at interpretation. 

Section 3 in which the author criticizes the present 
orthodox opinions is good, but to some the final 
chapters of the book will prove an anti-climax in that 
the author somewhat courageously lays himself open 
to criticisms which he uses so effectively in the pre- 
ceding section. 

The book’s chief value lies in the complete biblio- 
graphy which includes a number of references to 
literary works as well as technical sources. 


Bacteriology in Neuropsychiatry. N. Kopeloff. 
pp. $4.50. C. C. Thomas, Springfield, 1941. 


In this book the author attempts to correlate all the 
known facts and theories regarding infection in relation 
to diseases of the nervous system. Numerous references 
are made to the work of others and many of the state- 
ments concern subject matter which is now accepted 
without reservation and need hardly be repeated in such 
a book. Over eleven hundred authors are quoted and the 
field covered includes everything from syphilis to worms 
and even one chapter concerning ‘‘ Diseases caused by 
Gram-negative rods’’. Under this heading the author 
includes such widely different organisms as B. coli and 
Hzemophilus pertussis. It does not seem as if such an 
arrangement of the subject matter is desirable, The 
book represents an enormous amount of work, pains- 
takingly done, but the method of presentation will not 
appeal to the practitioner or medical student. The book 
will find its chief value as a library reference. 


Scabies—Civil and Military. Its Prevalence, Preven- 
tion and Treatment. R. Friedman. 288 pp. $3.00. 
Froben Press, New York, 1941. 


Pusey in an editorial in the Archives of Dermatology, 
emphasized the need for more monographs and fewer 
textbooks on diseases of the skin. There is a very 
definite place for this form of medical literature and 
the book under review fills a long-felt want, especially 
in view of the present increase in incidence of the 
disease due to war-time conditions. The author covers 
in complete fashion the whole subject of scabies. 

The first section deals with various aspects of 
seabies in civil life. Mention is made of the different 
waves of increased incidence due to immigration, with 
special reference to the United States. His ‘‘scrape 
and smear’’ method of isolating the itch mite is a 
helpful addition to the diagnosis of the disease. 

The second section is devoted to the military 
aspects of scabies. The effects of war on the in- 
cidence of the disease are discussed. Interesting ob- 
servations are made on the influence of scabies on 
military efficiency. This section is of particular 
interest to the physician engaged in military life. 

A short third section discusses briefly the pre- 
ventative aspect of. scabies. 

The final fourth section will be of greatest interest 
to the practitioner. The different sulphur and non- 
sulphur methods are taken up in great detail. The 
long sulphur cure is discussed and emphasis placed 
on the details of treatment, which, if not stressed, 
cause many of our failures. The rapid-cure methods 
of treatment with sulphur are also discussed. The 
favourable and unfavourable aspects of the Danish 
rapid-cure treatment are discussed. The tendency to 
dermatitis militates against it. The sodium hyposul- 
phite-hydrochlorie acid, the non-sulphur benzyl benzoate 
and pyrethrum forms of therapy are also stressed. 
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- These various methods have a place in the thera- 
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peutics of scabies, but by and large the well tried 
three-day course is still to be favoured when properly 
applied. i 

This monograph on scabies is a valuable addition 
to general medical literature and it is recommended 
to all who treat that disease. 


Clinical Pellagra. S. Harris and S. Harris, Jr. 
pp., illust. $8.25. MecAinsh, Toronto, 1940. 


At a time when so many diseases are being reduced 
to manifestations of nutritional deficiency it is refresh- 
ing to hear voices protesting against too ready a 
simplification of etiology. Dr. Harris is one of many 
Southerners who have found it hard to believe that 
the whole story of pellagra was told when the cura- 
tive value of nicotinic acid was demonstrated. The 
authors would recall the rarity of the disease before 
1906, its tendency to afflict particular families and 
communities, and other features which suggested a 
toxie or infectious mechanism. They recognize a de- 
ficiency of nicotinic acid as the fundamental cause of 
the tissue lesions, but postulate also certain endogen- 
ous factors to explain the varying susceptibility to 
deprivation of the vitamin. Some of these may be 
intestinal parasites and bacterial infections in foods 
“ which damage a sufficient area of intestine so as to 
impair absorption. It is also conceived that liver 
damage due to various toxic agents may interfere with 
storage of nicotinic acid or its elaboration in that 
organ into another substance for utilization. Such a 
‘*hepatoxin’’ is alcohol. This concept leaves room 
also for the old maize theory—some toxin in musty 
corn producing gastro-intestinal or liver damage re- 
sulting in nicotinic acid deficiency. 

The book is well printed and contains many ex- 
cellent illustrations of the skin changes. It is the 
most comprehensive account of pellagra available, and 
no small part of its merit is due to the authors’ long 
and vigorous interest in pellagra and in héalth con- 
ditions generally in the South. 
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The Pharmacology of Anesthetic Drugs. J. Adriani. 


2nd ed., 86 pp., illust. 
field, 1941. 


This attractively arranged syllabus on pharmacology 
as it concerns anesthetic drugs represents a distinct 
contribution to contemporary anesthetic literature. 
The type and paper are good and the whole is so 
arranged as to make each statement stand out dis- 
tinctly for rapid absorption in revision. In addition 
to chapters on the various anesthetic drugs and gases, 
the book treats of clinical considerations, such as post- 
anesthetic sequele, techniques of administration, ete. 
A glossary table of drugs and doses, and a very com- 
prehensive bibliography is appended. Minor typo- 
graphical errors are found in several portions of the 
book, the most glaring of which is the consistent mis- 
spelling of the word mucus as mucous. This no doubt 
will be corrected in the further editions which this 
text deserves. 


$3.50. C. C. Thomas, Spring- 


Arthritis and Allied Conditions. B. I. Comroe. 2nd 
ed., 878 pp., illust. $10.35, Macmillan, Toronto, 1941. 


This is the most useful work the reviewer has found 
on this most difficult subject. The second edition has 
brought the subject matter well up to date. 

The many aspects of joint disorders including the 
investigation, diagnosis and treatment are fully dis- 
cussed. Physical therapy and orthopedic management 
receive considerable attention. There are sections on 
gold and bee-venom therapy. A short but valuable 
a is devoted to the organization of an arthritic 
clinic. 

One of the advantages of this work to the busy 
practitioner is the convenient summaries of important 
points in the various sections, 

This work commends itself, and those interested in 
arthritis should have it on the book shelf. 


Surgery of Modern Warfare. Edited by H. Bailey. 
Part 3, Section 4-7, pp. 321-480. $3.75. Macmillan, 
Toronto, 1941. 


The third part of this excellent publication has now 
been issued. Secondary hemorrhage has been handled 
very thoroughly. The inadvisability of proximal liga- 
tion of arterial trunks is stressed contrary to previous 
teaching. Two chapters are taken up with Injuries 
of the Peripheral Nerves and Tendons. In the repair 
of several nerves the author lays stress on the pres- 
ence of a living primitive sheath in order to assure 
success. A whole section is set apart describing in 
detail the various methods used to immoblize - the 
limbs following injury. The application of the Thomas 
splint is described and its value acknowledged. The 
indications and contraindications for the use of plaster 
of Paris in war injuries are clearly laid down. Very 
valuable information is contained in the chapter on 
Wounds of the Knee-joint. The article is concise but 
complete. 


Treatment of War Wounds and Fractures. 
150 pp., illust. $2.75. 


Dr. Trueta presents a very interesting historical 
survey of the Treatment of War Wounds and Fractures 
with relation to surgery as practised during the early 
European wars up to, and including the War of 1914 
to 1918, making special comments with reference to 
the treatment of compound fractures and the various 
surgical opinions on the treatment of gas gangrene, 
resulting from his experience in the Spanish Civil 
War. He stresses the value of immobilization of the 
fracture, early reduction, and the application of plaster 
directly over the wound, or if the wound be gaping, 
over the wound packed with gauze. These plasters 
were applied directly to the skin except over bony 
prominences, where felt was applied. Skin tight 
plasters not only supported the bony structure but 
gave ample support to the soft tissues, especially the 
lymphatics which seemed to aid tremendously the 
healing of the fracture and the surface wounds. The 
use of anti-gas gangrene serum and anti-tetanic serum 
is stressed. No reference is made to the use of the 
sulfonamides. This point being interesting since there 
appeared to have been very few cases of gas gangrene. 


Dr. Trueta’s monograph is not only interesting but 
instructive and enlightening. It should be read by 
the great majority of general practitioners, in order 
that they may take a cue on the immediate immobili- 
zation of fractures prior to referring them to larger 
centres. 


J. Trueta. 
Musson Book, Toronto, 1941. 


Surgery of Modern Warfare. Edited by H. Bailey. 
Part 4, sections 8 and 9. 481-640 pp., illust. $3.75. 
Maemillan, Toronto, 1941. 


This is the fourth part of this excellent work. A 
chapter is given over to compound fractures. No more 
interesting or controversial subject could have been 
chosen. The author frankly admits this in his open- 
ing remarks in which he states, that although re- 
markable progress has been made, it is probable that 
finality has not yet been reached, 


In this section indications are given when to 
operate, when to amputate, and details as to the pre- 
liminary care. The steps of the operation are described 
very clearly. Amputations are treated in a very prac- 
tical way. Only those methods are described which 
have been found to be satisfactory. It was rather 
surprising to read that the author still favoured a 
Syme’s amputation, an operation which has been so 
universally condemned by the Roehampton group. 

The chapter on plastic surgery of the face is very 
well illustrated. In many of the procedures the value 
to the general surgeon could be much enhanced by 
supplying more details, to enable one to carry out the 


plan. A section takes up the description and treat- 
ment of injuries to the eye. 
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MODIFICATION — PREVENTION 


In 1939 there were 197 deaths from measles in Canada. More than 
95 per cent of these were in the age-group O-5 years. 
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preferable in that it reduces to a minimum the illness and hazards associated 
with measles, but does not interfere with the acquiring of the active and 
lasting immunity which is conferred by an attack of the disease. On the 
other hand, complete prevention of an attack of measles is frequently 
desirable, and can be accomplished provided that an ample quantity of 
serum is administered within five days of exposure to the disease. 


For use in modification or prevention of measles, pooled human serum 
is available from the Connaught Laboratories in a concentrated form. 
While the recommended dose of this pooled and concentrated human serum 
for purposes of prevention is ordinarily 10 cc., the most usual dose is for 
purposes of modification and amounts to 5 cc. The serum is therefore 
supplied in 5-cc. vials. Prices and information relating to it will be supplied 
gladly upon request. 
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Edited 
$40.00 (the set). 


The Therapeusis of Internal Diseases. Vol. 3. 
by G. Blumer. 738 pp., illust. 


Ryerson Press, Toronto, 1941. 


This third volume in this comprehensive work on 
internal therapy is living up to the high standard of 
the preceding two volumes. The preface rather gives 
the impression that the subject matter and volume 
contents has not been thoroughly arranged before 
publication, as it speaks of subjects as allergy, 
avitaminosis, common skin diseases, metabolism, and 
the endocrines, which are evidently not as yet ready 
for publication, and not included in the present volume. 

This volume takes up particularly the diseases due 
to fungi, and is really in many ways a textbook on 
medicine as far as this subject is concerned. This is 
followed by metazoan and protozoan diseases. The 
intoxications, diseases due to physical agents, edema, 
dehydration, acjdosis and alkalosis, pre- and post- 
operative treatments, intestinal obstruction and shock 
are all separately covered. The volume ends with a 
chapter on the treatment of lower respiratory diseases 
and the heart and circulation. Each of these sub- 
jects is covered in an exceptionally thorough manner. 
It should have a very high place in works of internal 
medicine and therapeutics. 
Inter-relation of Abdominal Diseases. E. Forrai. 168 
pp. $3.75. Macmillan, Toronto, 1941. 


On the basis of his experience with 300 cases of 

gastro-appendiculo-cholecystitis, the author draws cer- 
tain general conclusions as to the nature and inter- 
relation of intra-abdominal disease. A very free cita- 
tion of extracts from the literature is employed to 
add weight to his conclusions. Carefully worked-out 
family histories with charts to illustrate the linking- 
up of a variety of intra-abdominal lesions from gen- 
eration to generation, seem to provide additional 
evidence to support the author’s viewpoint. 
_ His main thesis is that through the medium of the 
lymphatic system, the portal blood stream, the sys- 
temic circulation, and finally by the interplay of 
nervous impulses and reflex mechanisms, the liver is 
intimately brought into relationship with every intra- 
abdominal organ. It provides a connecting link in the 
spread of the disease from one organ to another. A 
congenitally weakened liver may be an important 
factor in predisposing an individual to one or other 
of the various medical and surgical diseases of intra- 
abdominal organs. A ‘‘weakened’’ liver, specifically 
a liver whose detoxicating function is impaired, is con- 
sidered the probable cause of all allergic manifesta- 
tions. 

This work is stimulating, and thought-provoking. 
However many of its conclusions require experimental, 
laboratory, and clinical verification before they can be 
generally accepted or applied. 


Roentgen Interpretation. G. W. Holmes and H. E. 
Ruggles. 6th ed., 364 pp., illust. $5.75. Macmillan, 
Toronto, 1941. 


This new edition continues the style of the former 
editions as a handbook designed chiefly for the medical 
student and novice in roentgenology. The emphasis 
on objective study of the variations from the normal 
has been characteristic of the author’s many contribu- 
tions to the literature. This is in contrast to the 
tendency of many clinicians and the novice in roent- 
genology to read subjective information into the x-ray 
films. Each chapter includes a considerable number 
of helpful references to the literature. 

Some items have not been changed, as would be 
expected by the reviewer. For instance the hyper- 
trophic spurs about the vertebre are still classified 
as evidence of vere £ cystic changes in the lung 


remain an entity unrelated to probable bronchial in- 


fection and bronchiectasis beginning in infancy in- 
stead of the older idea of ‘‘congenital’’ origin, and 
not as much attention has been given to the early 
stages of bronchiectasis and bronchogenic carcinoma 
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or the use of bronchograms as would be anticipated. 
No mention is made of the necessity for fluoroscopic 
control of uterine injections of iodized oil, or of Ball’s 
methods of pelvimetry and fetal cephalometry. 

The authors present a wealth of information in 
terse, easily-understood description of the changes 
produced by the various disease entities in the several 
systems or regions of the human. This is a valuable 
book for the student or novice as an introduction to 
roentgen pathology. 


Schizophrenia in Childhood. ©. Bradley. 
$2.50. Maemillan, Toronto, 1941. 


The author has here brought together in a very 
presentable form the available data and references 
concerning a mental disorder which is extremely rare 
in childhood. The fact that this disorder in its fully 
developed state is uncommon in childhood, explains to 
some extent why so little has been written and why 
so much confusion has existed. This well-done survey 
should do much to dispel the confusion and to en- 
courage further publication of individual cases. The 
book will be a valuable addition to the library of all 
those working with children who have a clinical 
understanding of psychiatry. 


136 pp. 


Criminal Youth and the Borstal System. W. Healy 
and B. S. Alper. 250 pp. $1.50. Commonwealth 
Fund, New York, 1941. 


These two competent authors have been commis- 
sioned to study personally the Borstal system, and as 
a result of these observations have been able to pre- 
sent this book. The present inadequate methods of 
dealing with 16 to 21 year-old offenders with all its 
weakness are presented as a challenge. The Borstal 
system, its origin, development, aims, and status, up 
to the onset of the war, are described. Finally, the 
system is evaluated and a similar plan is recommended 
for the United States. 

Briefly the Borstal is a system to which boys from 
16 to 23 are committed for a total period of four 
years. From six months to three years are spent in 
one of the training institutions and the rest of the 
period under a close follow-up or parole system. Fol- 
lowing a one-month period of close observation and 
investigation the boy is sent to one of the training 
institutions where it is felt he is best suited. There 
he undergoes an intensive training designed to meet 
the needs of the boy. Every effort is made to have 
it simulate the outside so that on release the boy will 
be able to face the problems and temptations that 
arise. On discharge he is seen every two weeks by a 
friendly member of the Borstal Association until the 
period of parole is over. 

This book is well written, clear and to the point. 
Any who are interested in the ‘‘modern’’ methods of 
handling the young criminals of our country will find 
the book a real challenge. To those of us who are 
interested in institutional psychiatry it provides many 
new ideas well worth considering. 


BOOKS RECEIVED 


Food and the Principles of Dietetics, R. Hutchison. 
9th ed. revised by V. H. Mottram and G. Graham. 
648 pp. $6.25. Macmillan, Toronto, 1941. 


Feeding Our Old Fashioned Children. C. A. Aldrich 
and M. M. Aldrich. 112 pp. $1.75. Macmillan, 
Toronto, 1941. 


Weight Reduction. E. E. Claxton. 
$2.50. Macmillan, Toronto, 1941. 


Lectures on Diseases of Children. R. Hutchison and 
A. Moncrieff. 8th ed., 471 pp., illust. $6.25. Mac- 
millan, Toronto, 1940. 


The Doctor and the Difficult Child. W. Moodie. 214 
pp. $1.50. Commonwealth Fund, New York, 1940. 
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